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ABSTRACT 
REDUCING THE INCARCERATION OF THE HOMELESSNESS: 
AN EXAMINATION OF MULTI-SERVICE USE 
AND THE UTILIZATION OF INSTITUTIONAL SERVICES 
Christopher S. Hughes 
April 13,2012 
The purpose of this study was to examine the link between various aspects of 
service utilization and the institutionalization of homeless individuals. The researcher 
wished to determine whether participation in various therapeutic, medical, and housing 
programs have an influence on recidivism, number of admissions to jail, and the number 
of admissions for psychiatric hospitalization. The current study examined administrative 
data from agencies which routinely provide services to homeless individuals and included 
a sample of7,180 homeless individuals in Louisville, KY during 2004 and 2005. 
The current study posited four hypotheses related to the utilization of community-
based services to reduce the use of institutional services. These hypotheses include: (1) 
utilization of community-based services will decrease the number of admissions to jail; 
(2) utilization of community-based services will reduce the number of admissions to 
Central State Hospital; (3) utilization of community-based services will decrease 
recidivism; and (4) increases in the number of days homeless will increase recidivism. 
The current study employed ordinary least squares (OLS) and logistic 
VI 
regression to examine the utilization of community-based and institutional services and 
their impact on jail admissions, Central State admissions, and recidivism. 
Findings from this study support three of the four hypotheses. Findings indicate 
the participation in various community-based services such as case management, 
counseling services, and permanent housing programs reduce the number of admissions 
to jail, reduce the number of admissions to Central State Hospital, and reduce the odds of 
recidivism. The current study did not find support for hypothesis 4. Findings indicate 
increased number of days homeless reduced the odds of recidivism, reduced the number 
of jail admissions, and reduced the number of admissions to Central State Hospital. The 
use of homeless shelters could act as an insulator against increased use of jail and 
psychiatric hospitals. 
Community-based services can be a source of informal social control for the 
individual and help promote conformity with the social norms and rules of society. 
Utilization of community-based services allows individuals to remain in the community 
and maintain their connections to pro-social individuals, programs, and agencies. 
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This study examines the link between service utilization and institutionalization 
for the homeless with mental illness and/or substance abuse disorders. Homeless 
persons, especially those with mental illness, substance abuse, and co-occurring 
disorders, face institutionalization primarily in two main forms: incarceration and 
hospitalization. This chapter presents an overview of the increased use of incarceration 
within society. Specific attention will be given to the disproportionate rate of 
incarceration among those suffering from homelessness, mental illness, and substance 
abuse. Characteristics common among the homeless population are discussed in this 
chapter, with attention to the issues of mental illness, substance abuse, and co-occurring 
disorders. This chapter also provides insight into the length of homelessness and service 
utilization associated with various subtypes of the homeless population. Additionally, 
difficulties associated with defining homelessness and obtaining accurate numbers of 
homeless individuals are discussed in this chapter. 
The Incarceration Binge 
The number of adults in the criminal justice system has increased overwhelmingly 
during the past 25 years (Baillargeon, Hoge, & Penn, 2010; Fagin, 2010; Ford, 2005; 
Golder et aI., 2005). It is estimated that roughly 47 million people in the United States 
have an arrest record (Fisher, Roy-Bujnowski, Wolff, Crockett, & Banks, 2011). This 
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dramatic increase in the number of adults involved in the criminal justice system has had 
devastating impacts on the correctional system. More adults are incarcerated today than 
any other time in history (Fagin, 2010, Golder et aI., 2005). The incarceration rate has 
soared since the 1970s. In 1975 the prison incarceration rate for adults was estimated to 
be 100 per 100,000 adults, but increased to 400 per 100,000 adults in 1995 (Baillargeon 
et aI., 2010). At the end of 2008, there were more than 7 million people (3.2% of all 
adults) under the watch of the correctional system, which includes adults in jail, prison, 
probation, and parole (Fagin, 2010; Fisher et aI., 2011). These overwhelming numbers of 
adults involved in the correctional system produces a ratio that suggests lout of every 31 
adults in the United States are involved in the correctional system (Fagin, 2010). 
The United States incarcerates more people than any other country in the world 
(Fagin, 2010; Golder et aI., 2005). The United States accounts for approximately 5% of 
the world's population, but accounts for approximately 25% of the world's inmates 
(Fagin, 2010). As of2009, there were approximately 2.3 million adults incarcerated in 
the United States (Fagin, 2010, Golder et aI., 2005). The incarceration rate in the United 
States is estimated at 1,000 for every 100,000 or a ratio of 1 to 100 (Fagin, 2010). 
The United States rate of incarceration is staggering when compared to other 
countries. Similar industrialized countries have incarceration rates that are dwarfed by 
the rate of incarceration in the United States. According to Fagin (2010), "the United 
States' incarceration rate is six times the median of 125 for all nations" (p. 159). For 
example, England's incarceration rate is 151, Germany's incarceration rate is 88, and 
Japan's incarceration rate is 63 per 100,000 people (Fagin, 2010). 
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The increased number of adults in the correctional system has had dramatic 
impacts on both institutional corrections and community corrections. The number of 
adults housed in local jails has increased steadily during the past decade. The jail 
population has doubled in the past 25 years (Fagin, 2010). Ford (2005) reports that the 
jail population has increased over 40% between 1990 and 2002 and the number of jail 
inmates increased from 163 to 238 per 100,000 adults in the population. Approximately 
10 million people are booked into local, state, and federal jails each year (Thompson, 
Reuland, & Souweine, 2003). In 2000, there were 621,149 adults in jail, but the number 
increased to 785,556 by 2009 (Fagin, 2010). Kentucky has had one of the highest 
increases in the number of incarcerated adults (West, Sabol, & Greenman, 2010). 
Kentucky has experienced a 4.8% increase in the number of incarcerated adults between 
2000 and 2008 (West et aI., 2010). Many correctional facilities are operating beyond 
their capacity. The detention capacity at the Louisville Metro Department of Corrections 
is 1,793, but has an average daily detention population of 1,930 (Louisville Metro 
Department of Corrections, 2010). A consequence of the incarceration binge is a 
dramatic increase in adults on probation and parole. According to Fagin (2010), "in 
2007, over 4.3 million adults under federal, state, or local jurisdiction were on probation, 
and about 824,365 were on parole" (p. 189). In the United States, there are more people 
on probation and parole than are incarcerated (Fagin, 2010). 
The dramatic increase in adults involved in the criminal justice system is 
perplexing considering that crime rates have been consistently declining for many years 
(Fagin, 2010; Fitzpatrick & Myrstol, 2011; Golder et aI., 2005; Lynch & Sabol, 2004). 
Why has there been an increased rate of incarceration while the crime rate continues to 
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fall? Various explanations have been given for the sharp increase in incarcerated 
individuals. Some ofthese explanations include the "get tough" approach to crime, 
mandatory minimum sentences, reduction of judicial sentencing discretion, the "war on 
drugs," and crime control functions (Belcher, 1988; Fagin, 2010; Fitzpatrick & Myrstol, 
2011; Golder et aI., 2005; Lynch & Sabol, 2004; Markowitz, 2006). 
It is important to examine who is being incarcerated. Those who are incarcerated 
are likely to be poor, marginalized young males (Belcher, 1988; Fagin, 2010; Fisher et 
aI., 2011; Fitzpatrick & Myrstol, 2011; Greenberg & Rosenheck, 2008; Golder et aI., 
2005; Lynch & Sabol, 2004; Markowitz, 2006). It is estimated that men are ten times 
more likely to be incarcerated than females and that African Americans are six times 
more likely to be incarcerated than whites (Fisher et aI., 2011). Of considerable concern 
is the increasing number of homeless found in our jails and prisons, many of which suffer 
from mental illness, substance abuse, and co-occurring disorders (Belcher, 1988; Calsyn, 
Yonker, Lemming, Morse & Klinkenberg, 2005; Fitzpatrick & Myrstol, 2011; Greenberg 
& Rosenheck, 2008, Golder et aI., 2005; Lynch & Sabol, 2004; Markowitz, 2006; 
Munetz & Griffin, 2006; Perez, Leifman & Estrada, 2003). Greenberg and Rosenheck 
(2008) suggest that poor health status and disadvantageous socioeconomic characteristics 
have been found to contribute to the high rates of homeless ness. 
Homelessness in the Criminal Justice System 
Prior research indicates there are a disproportionate number of homeless 
individuals as compared to their domiciled counterparts within the correctional system 
(Fitzpatrick & Myrstol, 2011; Greenberg & Rosenheck, 2008; Perez et aI., 2003; Snow, 
Baker, & Anderson, 1989). Previous research has attempted to examine the factors 
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associated with the rising number of homelessness found in the correctional system, but 
have found mixed results (Fitzpatrick & Myrstol, 2011; Greenberg & Rosenheck, 2008; 
Perez et aI., 2003, Snow et aI., 1989). One considerable problem associated with the 
study of homelessness is the difficulty defining homelessness and the inconsistent 
definition for homelessness found in prior research studies (Toro & Warren, 1999). Two 
components to consider when defining the state of homelessness consist of the nature of 
the living arrangement and the length of time required living in the said condition to be 
considered homeless (Toro & Warren, 1999). Common living arrangements that are 
often considered homelessness include individuals living in shelters, including 
temporary, emergency, and long term shelters, as well as individuals living on the streets 
(Toro & Warren, 1999). According to Rossi, Wright, Fisher and Willis (1987), ''there is 
a common continuum running from the obviously domiciled to the obviously homeless, 
with many ambiguous cases to be encountered along the continuum" (p. 1336). Should 
the estimated number of homeless include individuals that are "doubled up," or living 
with a friend or family member, but don't have permanent housing as homeless? Should 
the estimated number also include individuals who are currently residing in an institution, 
but do not have anywhere to go if they were released? Should an individual who spends 
one night in an emergency shelter be classified as homeless? These are considerable 
questions to consider when formulating a definition of homelessness. 
The current research study uses the definition from the Office of the Law 
Revision Counsel because there is great discretion in identifying what constitutes 
homelessness. According to 42 USC chapter 119, subsection I, "homeless is an 
individual who lacks a fixed, regular, and adequate nighttime residence; and an individual 
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who has a primary nighttime residence that is (a) a supervised publicly or privately 
operated shelter designed to provide temporary living accommodations (including 
welfare hotels, congregate shelters, and transitional housing for the mentally ill); (b) an 
institution that provides a temporary residence for individuals intended to be 
institutionalized; or (c) a public or private place not designed for, or ordinarily used as, a 
regular sleeping accommodation for human beings." Incarcerated individuals do not fall 
under the federal definition of homeless ness (42 U.S.C.A. § 11302)(2)(a). Unfortunately, 
the federal definition of homelessness does not address the length of time required to be 
considered homeless. 
Prior research has given considerable attention to the rising numbers of homeless 
persons found in the criminal justice system (Calsyn et aI., 2005; Fitzpatrick & Myrstol, 
2011; Greenberg & Rosenheck, 2008; Markowitz, 2006; Snow et aI., 1989). Previous 
studies have indicated the number of homeless individuals in the criminal justice system 
continues to rise (Fitzpatrick & Myrstol, 2011; Greenberg & Rosenheck, 2008; Perez et 
aI., 2003; Snow, Baker, & Anderson, 1989). We must compare estimates of the homeless 
population in the general society to the homeless population in the criminal justice 
system in order to formulate whether the rise in homelessness in the criminal justice 
system constitutes a problem. The rate of homelessness in the general population has 
been estimated as low as 0.2% to a high of2.33%, depending on the research study 
(Fitzpatrick & Myrstol, 2011; Greenberg & Rosenheck, 2008). Fitzpatrick and Mytrstol 
(2011) found "as many as 850,000 individuals without a place to stay on any given night" 
(p.275). Link et ai. (1994) estimated that between 12 and 13.5 million adults have been 
homeless at some point and that roughly 5.7 million were homeless between 1985 and 
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1990. It has been estimated between 1 % and 2.03% ofthe general U.S. population has 
experienced an episode of homelessness during the past year (Fitzpatrick & Myrstol, 
2011; Greenberg & Rosenheck, 2008). 
The difficulty obtaining a true number of homeless persons in the general 
population refers back to the inconsistent definition for homelessness as well as the 
method used to gather data for those who are considered homeless. The estimates of 
homelessness in society will be different based upon the length of time used to identify 
those who are identified as homeless (Phelan & Link, 1999; Toro & Warren, 1999). 
Results regarding the prevalence of homelessness in society will be influenced by the 
method used to gather the data (Phelan & Link, 1999; Toro & Warren, 1999). One 
method used to gather data on the occurrence of homelessness in the general population 
is through a technique known as "point in time" or "point prevalence" (Phelan & Link, 
1999; Toro & Warren, 1999). The "point in time" techniques relates to counting the 
number of homeless people at a certain point in time, such as the number of homeless 
individuals in January 1,2011. Another method to gather information on the amount of 
homelessness in society is through annual prevalence rates (Phelan & Link, 1999; Toro & 
Warren, 1999). Annual prevalence of homeless ness relates to the number of individuals 
identified as homeless at any time during the past year. A third method used to calculate 
the number of homeless ness in the general population is the use of multiyear or lifetime 
estimates (Phelan & Link, 1999; Toro & Warren, 1999). Multiyear techniques may use a 
timeframe to identify those who are considered homeless. A multiyear study may use the 
timeframe of 3-5 years, so anyone who had experienced an episode of homeless ness 
during the past 3-5 years would be included in the total of homeless ness. The lifetime 
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estimate of homeless ness would count anyone who had experienced an episode of 
homelessness in their lifetime. 
Point prevalence studies are commonly used in studies of homeless ness (Phelan & 
Link, 1999). These types of studies can lead to bias when generalized to the entire 
homeless population because they rely on a one-time snapshot of individuals identified as 
homeless on a certain day (Phelan & Link, 1999). It is not surprising that the point in 
time technique provides the lowest estimate of homelessness and the multiyear and 
lifetime technique provides the highest estimate of homeless ness in society (Toro & 
Warren, 1999). The use of point prevalence measures may unintentionally miss a 
significant number of the homeless population due to the considerable turnover in the 
number of homeless individuals utilizing shelters on any given day (Phelan & Link, 
1999). Culhane, Dejowski, Ibanez, Needham and Macchia (1994) found that 
approximately half of the shelter beds were turned over to someone new each month in 
the public shelter systems of New York City and Philadelphia. The long-term homeless 
are more likely to be sampled in a point prevalence study (Phelan & Link, 1999). Certain 
characteristics are more frequently found in point prevalence studies than in other 
homeless sampling techniques. These characteristics include lower educational levels, 
higher rates of mental illness, substance problems, and prior incarceration (Phelan & 
Link, 1999). Phelan and Link (1999) found that the average duration of homeless 
episodes were between 5 and 13 times longer in point prevalence studies than in other 
sampling techniques. 
Data on homelessness can come from a multitude of sources, including 
government, advocacy groups, shelters, jails, and self-report studies (Toro & Warren, 
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1999). The source for the data also influences the number of identified homeless (Toro & 
Warren, 1999). A higher frequency of homelessness is often reported by advocacy 
groups and the lowest frequency is often reported by federal government agencies (Toro 
& Warren, 1999). 
Of particular concern is whether the prevalence of homeless ness in the criminal 
justice system is consistent with the rate found in the general population. The prevalence 
of homelessness among individuals that have been arrested and incarcerated varies from 
an estimated low of 8% to a high of25% (Fitzpatrick & Myrstol, 2011; Greenberg & 
Rosenheck, 2008; Metraux & Culhane, 2006). Again, the vast difference in the 
prevalence of homeless within the criminal justice system corresponds to the way in 
which homelessness is calculated. 
Estimates of the number of individuals identified as homeless at the time of 
incarceration range from a low of7.8% to a high of20% (Greeenberg & Rosenheck, 
2008). Greenberg and Rosenheck (2008) found that 25%-33% of incarcerated 
individuals had at least one episode of homeless during the previous two months before 
incarceration. Fitzpatrick and Myrstol (2011) found "12% of jail detainees experienced 
homelessness in the 12 months preceding their arrest and more than 5% were homeless 
on the day they were arrested" (p. 276). Similarly, Greenberg and Rosenheck (2008) 
found 15.3% of the entire United States jail population had at least one episode of 
homelessness during the past year. Metraux and Culhane (2006) found 23.1 % of adults 
staying in the New York shelter system had a record of incarceration, primarily prior jail 
incarceration. The prevalence of homelessness in the criminal justice system greatly 
increases if we examine lifetime homelessness and rates of incarceration. Eberle et al. 
9 
----------------------------
(2000) found arrest and incarceration rates between 20% and 67% among homeless 
adults. Schlay and Rossi (1992) found a significant portion of homeless adults, 8%-82%, 
had previously been incarcerated. Schlay and Rossi (1992) found a mean of 41 % of their 
homeless sample experienced prior incarceration. Phelan and Link (1999) found 
approximately half of the currently homeless and approximately 25% of the previously 
homeless had been incarcerated at some point in their life. 
When comparisons are made between homeless and domiciled individuals there 
are significant differences between the two groups. White, Chafetz, Collins-Bride, and 
Nickens (2006) found that individuals who reported no residence during the previous six 
months were approximately three times more likely to have been arrested when compared 
to those who reported having a usual residence. Homeless individuals are 
overrepresented in the criminal justice system, especially the correctional system 
(Fitzpatrick & Myrstol, 2011; Greenberg & Fitzpatrick, 2008). The disproportionate 
confinement is clearly visible even if using a conservative comparison of the lowest rate 
of incarceration for homeless inmates, 7.8%, and the highest rate, 2%, for domiciled 
inmates (Eberle et aI., 2000; Fitzpatrick & Myrstol, 2011; Greenberg & Rosenheck, 2008; 
Markowitz, 2006; Metraux & Culhane, 2006; Schlay & Rossi, 1992; Snow et aI., 1989). 
Greenberg and Rosenheck (2008) found individuals who had experienced at least one 
episode of homeless ness during the past year were 7.5 to 11.3 times more likely to be 
incarcerated in jail when compared to the general population. In a 30-site study, 
Fitzpatrick and Myrstol (2011) found the rate of being arrested and booked into jail was 
between eight and forty times higher for homeless individuals than the rate for the 
general population. When examining state and federal prisons, Greenberg and 
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Rosenheck (2008) found somewhat lower rates of incarceration for the homeless when 
compared to the general population. They found that homelessness among state and 
federal prisoners were between four to six times higher than the rate of homelessness in 
the general populati0n (Greenberg & Rosenheck, 2008). While a number of studies 
report vast differences in the rate of incarceration of homeless as compared to domiciled 
individuals, each study does conclude that the rate of incarceration is much higher for the 
homeless. 
Common Characteristics of the Homeless 
Two approaches have been used to understand the causes of homelessness; a 
macro and micro level approach (Phelan & Link, 1999). A macro level approach 
attempts to explain why homelessness arises in certain times and places (Phelan & Link, 
1999). A micro level approach examines why some people and not others become 
homeless (Phelan & Link, 1999). The micro level approach examines the characteristics 
of homeless individuals and which characteristics distinguish them from the non-
homeless (Phelan & Link, 1999). These differing characteristics are possible risk factors 
for homelessness. 
Homelessness continues to thrive in urban areas with high concentrations of 
poverty and social marginalization (Tsai, Mares, & Rosenheck, 2010). These urban areas 
are marked by high rates of poverty and have been referred to as "skid rows" or "spaces 
of containment" (Tsai et aI., 2010). Social supports, which are designed to be a safety 
net, are often lacking in these highly concentrated areas of poverty (Phelan & Link, 1999; 
Tsai et aI., 2010). 
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Homelessness affects all ages, races, and ethnicities (Sermon & Witte, 2011). 
Homeless individuals tend to be male, although there are homeless females, children, and 
families (Phelan & Link, 1999; Snow et aI., 1989; Toro & Warren, 1999). Research 
suggests that whites and blacks account for the largest proportion of the homeless 
population (Fitzpatrick & Myrstol, 2011; Greenberg & Rosenheck, 2008, Snow et aI., 
1989). Culhane et ai. (1996) found the homeless were often densely clustered in certain 
areas oftown. These areas often are characterized by high rates of poverty, lower 
amounts of youth and elderly, and high proportions of African American households 
(Culhane et aI., 1996), 
Homelessness has been found to damage both the physical and mental health of 
the individual (Phelan & Link, 1999). Common problems associated with homeless 
individuals include mental illness, substance abuse, and co-occurring disorders. It has 
been estimated that an increasing number of incarcerated offenders suffer from mental 
illness and/or substance abuse (Vaughn, Freedenthal, Jensen, & Howard, 2007; Weedon, 
2005; Vee, 2000). Higher prevalence of these disorders are found among the homeless 
when compared to the general population (Kuhn & Culhane, 1998; Larimer et aI., 2009; 
Metraux & Culhane, 2006; Phelan & Link, 1999; Toro & Warren, 1999). These facts 
hold true when comparing incarcerated homeless to domiciled inmates (Fitzpatrick & 
Myrstol, 2011). 
Mental Illness 
Estimates for rates of mental illness vary considerably depending on the research 
study and how mental illness is defined. Some studies positively identify someone with a 
mental illness if they meet the Diagnostic and Statistical Manual of Mental Disorders 
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(DSM-IV TR) criteria for a diagnosable mental disorder. Others will use self-report 
information or behavioral identifiers as a possible diagnosis of mental disorders. White 
et ai. (2006) as well as Lamberti, Weisman, and Faden (2004) reported a 2-3% 
prevalence rate for mental illness in the general population. Kessler, Chiu, Demler, and 
Walters (2005) found approximately 26% of the U.S. population suffered from symptoms 
sufficient enough for diagnosing a mental disorder and 6% of the population met the 
diagnosable requirement for a severe mental illness. 
Persons with mental illness are overrepresented in the criminal justice system 
(Golder et aI., 2006; Hailis & Borum, 2003; Kubiak, Essenmacher, Hanna, & Zeoli; 
2011; Lamberti et aI., 2004; Perez et aI., 2003; Weisman, Lamberti, & Price, 2004). The 
mentally ill are more likely to be arrested than those without mental illness (Baillargeon 
et aI., 2010; Fisher et aI., 2011; Teplin, 1984; Weisman et aI., 2004). Estimates of arrest 
rates for persons with mental illness range between 15% and 40% (Baillargeon et aI., 
2010; Fisher et aI., 2011; Teplin, 1984; Weisman et aI., 2004). Teplin (1984) found 
arrest rates of 15.8% for people with mental illness compared to 7.5% for individuals 
without mental illness. More severe forms of mental illness, such as schizophrenia and 
bipolar disorder, have been found to correspond with increased rates of arrest (Weisman 
et aI., 2004). Pandiani, Banks, Clements, and Schacht (2000) found the likelihood of 
being arrested was 4.5 times higher for people with mental illness as compared to the 
general population. 
The same trend holds true for the prevalence of mental illness within the 
correctional system. Perez et ai. (2003) found the number of mentally ill individuals in 
jail more than tripled between 1955 and 1984. Kubiak et al. (2011) as well as Vogel, 
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Noether, and Steadman (2007) found approximately one million individuals with serious 
mental illness are booked into U.S. jails each year. Wenzlow, Ireys, Mann, Irvin, and 
Teich (2011) found an estimated 1.3 million individuals with a mental illness were in jail 
during 2005. Estimates of mentally ill homeless inmates injail and prison range from a 
low of 6% to a high of 25% (Ford, 2005; Golder et aI., 2006; Hailis & Borum, 2003; 
Kubiak et aI.; 2011; Lamberti et aI., 2004; Perez et aI., 2003). Steadman, Osher, Robbins, 
Case, and Samuels (2009) examined the prevalence rates of mental illness among jail 
inmates and found prevalence rates of approximately 15% for males and 31 % for 
females. Fazel and Danesh (2002) found the rates of serious mental illness, including 
psychotic disorders and major depression, were two to four times higher among inmates 
as compared to the general population and inmates were ten times more likely to have 
antisocial personality disorder than the general population. Mental illness is often more 
common among jail inmates than state or federal prisoners (Kubiak et al., 2011). Kubiak 
et aI. (2011) found approximately 60.5% of jail inmates had a mental health disorder 
compared to 49.2% of state and 39.8% of federal prisoners. More people with mental 
illness are housed injails than in state psychiatric hospitals (Hailis & Borum, 2003; Slate 
& Johnson, 2008). 
The mental health service use of homeless inmates is vastly different than 
domiciled inmates (Calsyn et aI., 2005; Fitzpatrick & Myrstol, 2011; Golder et aI., 2006; 
Greenberg & Rosenheck, 2008; Markowitz, 2006; Perez et aI., 2003). Greenberg and 
Rosenheck (2008) found 40% of homeless inmates in their sample had utilized mental 
health services or medication prior to their incarceration. This was twice as many as 
domiciled inmates (Greenberg & Rosenheck, 2008). Homeless inmates are more likely 
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to have experienced hospitalization for mental health treatment than domiciled inmates 
(Fitzpatrick & Myrstol, 2011). Fitzpatrick and Myrstol (2011) found 16% of arrested 
homeless individuals had experienced mental health or substance abuse hospitalization 
and were hospitalized or placed in inpatient facilities at a rate 2.5 times higher than 
domiciled arrestees. 
Substance Abuse 
Substance abuse has also been found to be very prevalent among both the 
homeless and domiciled (Calsyn et aI., 2005; Fitzpatrick & Myrstol, 2011; Golder et aI., 
2006; Greenberg & Rosenheck, 2008; Perez et aI., 2003). According to Fitzpatrick and 
Myrstol (2011), "homeless arrestees are significantly more likely to report lifetime use of 
alcohol and illicit drug use" (p. 284). Golder et ai. (2006) reported 84% of released 
inmates admitted using drugs or alcohol when they committed their offense. Golder et ai. 
(2006) also found that within this sample of released offenders, 25% were alcohol 
dependent and 21 % committed their offense in order to obtain money for alcohol or 
drugs. Greenberg and Rosenheck (2008) found the rate of substance abuse was 15% to 
20% higher for homeless inmates when compared to the substance abuse rate for 
domiciled inmates. Prior research illustrates the rate of substance abuse among the 
homeless is higher than the rate of mental illness among the homeless. Greenberg and 
Rosenheck's (2008) study of homeless jail inmates found the rate of substance abuse was 




Another concern is the prevalence of both mental illness and substance abuse 
disorders among those in the criminal justice system. Weedon (2003) suggests that a 
significant number of offenders enter the system each year who meet the criteria for a 
diagnosed mental illness and many also have co-occurring disorders. White et al. (2006) 
found in their study of the mentally ill that those who reported any drug or alcohol 
intoxication were 14 times more likely to have been arrested than those who did not have 
drug or alcohol use. According to Fitzpatrick and Myrstol (2011), "the problems of 
heavy drinking, illicit drug use, and mental illness are also heavily concentrated among 
those housed in lOCal jails and prisons" (p. 276). The rate of substance abuse and mental 
illness for inmates ranges between 10% and 90% (Golder et al., 2006; Hartwell, 2004; 
Kubiak et aI., 2011). Golder et ai. (2006) estimated that approximately 13% of inmates 
have a dual diagnosis, or co-occurring disorder. Hartwell (2004) and Kubiak et ai. (2011) 
found over half of jail inmates either currently have, or have had, a substance abuse 
disorder. Perez et ai. (2003) found roughly 75% of inmates identified with a mental 
illness also had a co-occurring disorder. The difficulty of living with a severe mental 
illness may have an increasing influence on the individual over their life course. Older 
mentally ill offenders have an increased likelihood of having a substance abuse disorder 
(Hartwell, 2004). Dual diagnosis, or co-occurring disorder, is closely associated with 
homelessness (Greenberg & Rosenheck, 2008). 
Subtypes of Homeless 
Homeless individuals are not a homogeneous group (Kuhn & Culhane, 1998; 
Larimer et aI., 2009; Metraux & Culhane, 2006; Phelan & Link, 1999; Toro & Warren, 
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1999). Kuhn and Culhane (1998) identified three subtypes of the homeless population. 
These subtypes include the episodically homeless, transitionally homeless, and the 
chronically homeless (Kuhn & Culhane, 1998). The homeless population varies in terms 
of serious chronic conditions. Some of these serious chronic conditions include longevity 
of homelessness, mental illness, substance abuse, and co-occurring disorders (Kuhn & 
Culhane, 1998; Larimer et aI., 2009; Metraux & Culhane, 2006; Phelan & Link, 1999; 
Toro & Warren, 1999). 
The episodically homeless frequently shuttle in and out of homelessness or the 
institutions that often house the homeless (Kuhn & Culhane, 1998). The episodically 
homeless are often young, unemployed, and many have extensive medical, mental health, 
and substance abuse problems (Kuhn & Colhane, 1998). When the episodically homeless 
are not in shelters they are often in institutions such as hospitals, detoxification centers, 
and jails (Kuhn & Culhane, 1998). The episodically homeless often find their way back 
to the shelters after their stay in institutional services (Kuhn & Culhane, 1998). The 
episodically homeless utilization of shelter services is extensive with many episodes of 
shelter usage, but they have varying lengths of stays each time they utilize the homeless 
shelter (Kuhn & Culhane, 1998). The episodically homeless often have more 
complicated needs and are in more need of structured housing opportunities that include 
health and social support services (Kuhn & Culhane, 1998). 
The transitionally homeless outnumber the episodically homeless (Kuhn & 
Culhane, 1998). According to Kuhn and Culhane (1998), "the transitionally homeless 
population consists of those who generally enter the shelter system for only one stay and 
for a short period" (p. 211). The transitionally homeless are often young and less likely to 
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have mental illness, substance abuse, and medical problems (Kuhn & Culhane, 1998). 
These individuals often become homeless due to some catastrophic event, such as 
unemployment, divorce/separation, disconnection of utility services, or natural disaster 
(Kuhn & Culhane, 1998). These individuals often end up in a homeless shelter because 
they have exhausted their opportunities to double up or stay with friends or family (Kuhn 
& Culhane, 1998). The transitionally homeless often spend only a short time utilizing the 
homeless shelter before moving on to a more stable housing situation and most do not 
return to homelessness (Kuhn & Culhane, 1998). The shelter utilization profile for the 
transitionally homeless would be described as having one or very few episodes of 
homelessness lasting a total of less than a few weeks or months (Kuhn & Culhane, 1998). 
A significant problem is homeless individuals who are considered to be 
"chronically homeless" (Kuhn & Culhane, 1998; Larimer et aI., 2009). The federal 
government (42 U.S.C.A. § 11360(2)(a) defines chronic homelessness as "either (1) an 
unaccompanied homeless individual with a disabling condition who has been 
continuously homeless for a year or more, OR (2) an unaccompanied individual with a 
disabling condition who has had at least four episodes of homelessness in the past three 
years." The chronically homeless are often characterized as the stereotypical skid-row 
homeless individual (Kuhn & Culhane, 1998). According to Kuhn and Culhane (1998), 
"these are people who are likely to be entrenched in the shelter system, and for whom 
shelters are more like long-term housing than an emergency arrangement" (p. 211). The 
chronically homeless are more likely to be older, have extensive unemployment, and 
suffer from disabilities, mental illness, and substance abuse problems (Kuhn & Culhane, 
1998). Chronically homeless individuals account for less of the homeless population 
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than the transitionally homeless (Kuhn & Culhane, 1998). The chronically homeless 
utilize the homeless shelters less often than the episodic group, but their length of stay in 
the homeless shelter is likely to be much longer than the episodic group (Kuhn & 
Culhane, 1998). According to Greenberg and Rosenheck (2010), "although chronically 
homeless persons constitute only 10% of the users of homeless shelter services, they 
consume fully 50% of all days of shelter that are provided" (p. 185). It is not uncommon 
for the chronically homeless to have stays of months or years in a homeless shelter (Kuhn 
& Culhane, 1998). 
Kuhn and Culhane (1998) examined the utilization of homeless shelters in New 
York and Philadelphia. They found varying prevalence rates of mental illness and 
substance abuse among the three subtypes of the homeless population (Kuhn & Culhane, 
1998). They found higher prevalence of mental illness, substance abuse, and co-
occurring disorders among the episodically homeless and the chronic homeless (Kuhn & 
Culhane, 1998). Kuhn & Culhane (1998) found 31.8% of the transitionally homeless, 
44.9% of the episodically homeless, and 45.9% of the chronically homeless reported at 
least one disorder. Turning to the issue of co-occurring disorders, they found prevalence 
rates of2.9% for the transitionally homeless, 6.9% for the episodically homeless, and 
7.7% for the chronically homeless (Kuhn & Culhane, 1999). The chronically homeless 
and the episodically homeless were 1.5 times more likely to have medical problems as 




This chapter discusses the shift in treatment philosophy that has occurred for 
those suffering from psychiatric disorders. Psychiatric hospitalization had been the 
primary source oftreatment until the 1960's when the treatment focus began to shift to 
community-based treatment services. During the past 50 years we have witnessed a shift 
from treatment to incarceration for these individuals. Specific attention will be given to 
the various explanatory factors for the homeless increased involvement with the criminal 
justice system. The costs associated with the increased use of criminal justice system by 
the homeless will also be addressed in this chapter. This chapter also examines programs 
and services that have been identified as having the potential to reduce the use of 
institutional services for individuals suffering from homelessness, mental illness, 
substance abuse, and co-occurring disorders. Finally, this chapter discusses why these 
programs and services have the potential to decrease recidivism, incarceration, and 
hospitalization. 
Deinstitutionalization to Criminalization 
Historically, individuals with severe mental illness were housed in large state 
operated mental hospitals (Baillargeon et aI., 2010; Green, 1997; Hartwell, 2004; Perez et 
aI., 2003; Slate & Johnson, 2008). The mentally ill confined to these large institutions 
often were literally warehoused and provided with little or no treatment (Baillargeon et 
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aI., 2010; Green, 1997; Hartwell, 2004; Perez et aI., 2003). This issue began to change 
following WWII when there was an emphasis on releasing the mentally ill to community-
based treatment (Green, 1997). The shift of care from state hospitals to community-
based treatment agencies is known as deinstitutionalization (Baillargeon et aI., 2010; 
Green, 1997; Hartwell, 2004; Parez et aI., 2003; Thompson et aI., 2003; White et al., 
2006). According to Baillargeon et aI. (2010): 
The policy of deinstitutionalization was based on a vision, delineated by 
the Joint Commission on Mental Illness and Health (1961), of reducing the 
need for prolonged hospitalization of individuals with SMI through the 
creation of a community-based system of mental health clinics and 
intensive psychiatric treatment centers. (p. 363) 
The Joint Commission's recommendations were enacted with the passing of the 
Mental Retardation Facilities and Community Mental Health Centers Construction Act of 
1963 (Baillargeon et aI., 2010). This act provided financial incentives for states to 
develop community-based treatment as alternatives to institutional services (Baillargeon 
et al., 2010). 
A major force in reforming the mental health system was the enactment of 
California's Lanterman-Petris-Short Act in 1967 (Baillargeon et aI., 2010; Hartwell, 
2004; Slate & Johnson, 2008). The passage of this act essentially ended involuntary 
psychiatric hospitalization unless there was convincing evidence the individual posed a 
danger to themselves, to others, or were incapable of caring for themselves (Baillargeon 
et al., 2010; Slate & Johnson, 2008). According to Baillargeon et aI. (2010), "case 
precedents such as 0 'Connor v. Donaldson (1975), Covington v. Harris (1969) and 
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Addington v. Texas (1979) placed further restrictions on the use of civil commitment by 
recognizing the right of mentally ill persons to receive treatment in the least restrictive 
settings or to refuse treatment altogether" (p. 365). Ultimately only the most impaired 
and dangerous mentally ill were involuntarily admitted to hospitals (Baillargeon et aI., 
2010; Slate & Johnson, 2008). 
The trend of deinstitutionalization further escalated in 1972 with the case of Wyatt 
v. Stickney (Perez et aI., 2003; Slate & Johnson, 2008). In Wyatt v. Stickney the court 
ruled that individuals with mental illness had a constitutional right to treatment and states 
were to stop committing mentally ill individuals to state mental institutions if there were 
treatment services and programs available in the community (Perez et aI., 2003; Slate & 
Johnson, 2008). This case placed the burden on the state to develop community-based 
outpatient treatment options for those with mental illness (Perez et aI., 2003). Many 
states began reducing the number of mentally ill individuals who were housed in the state 
operated mental institutions. 
Although the trend of deinstitutionalization and cases such as Wyatt v. Stickney 
were intended to encourage states to develop community-based outpatient treatment 
options for the mentally ill, many states saw deinstitutionalization as a way to save 
money rather than developing the much needed community-based outpatient treatment 
options for the mentally ill (Perez et aI., 2003; Slate & Johnson, 2008). In an attempt to 
revive the Community Mental Health Systems Project, President Carter, shortly before 
the election of Ronald Reagan, signed into law the Mental Health Systems Act of 1980 
which was designed to provide restructured and additional funding for the continued 
development of community-based treatment providers (Baillargeon et aI., 2010). Shortly 
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after taking office Ronald Reagan repealed the act with the passage of the Omnibus 
Budget Reconciliation Act of 1981 (Baillargeon et aI., 2010). According to Baillargeon 
et aI. (2010), "section 902 of the 1981 Act terminated federal funding specifically for 
community mental health centers and replaced it with block grants, leaving the decision 
as to how to provide mental health services to individual states" (p. 364). Additionally, 
Congress also passed legislation requiring community-based treatment centers to provide 
additional services, including substance abuse treatment, but allocated no additional 
funding to cover the cost of these new additional services (Baillargeon et aI., 2010). The 
funding that congress did provide was not sufficient enough to cover half of the originally 
planned mental health centers (Baillargeon et aI., 2010). The net result was a large 
number of individuals with mental illness and substance abuse disorders in the 
community with little, or no, community-based treatment options available for them to 
access (Baillargeon et aI., 2010; Green, 1997; Morabito et aI., 2010; Slate & Johnson, 
2008; Thompson et aI., 2003; Tsemberis, 1999; White et aI., 2006). 
Once the emphasis of treatment shifted from institutional care to community-
based treatment, the reduction in the state hospitals was dramatic (Baillargeon et aI., 
2010; Hartwell, 2004; Thompson et aI., 2003; Torrey, Entsminger, Geller, Stanley & 
Jaffe, 2008). At the peak of institutionalization in 1955, there were an estimated 559,000 
people in state mental hospitals (Baillargeon et aI., 2010; Slate & Johnson, 2008; 
Thompson et aI., 2003, Torrey et aI., 2008). This corresponded to 340 available beds for 
every 100,000 U.S. residents (Baillargeon et aI., 2010; Torrey et aI., 2008). The number 
of individuals in state mental health hospitals had decreased to less than 80,000 in 1999 
and further decreased to 52,539 by 2005 (Baillargeon et aI., 2010; Slate & Johnson, 2008; 
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Thompson et al., 2003; Torrey et al., 2008). The number of state mental health hospital 
beds had decreased tp an estimated 17 beds per 100,000 residents by 2005 (Baillargeon et 
al., 2010; Torrey et al., 2008). The policy of deinstitutionalization had reduced the 
number of psychiatric hospital beds by 50% between the 1955 and 2005 (Baillargeon et 
al., 2010; Hartwell, 2004; Thompson et al., 2003; Torrey et al., 2008). Torrey et al. 
(2008) reported that approximately 96,000 additional psychiatric beds were needed to 
meet the minimum level of psychiatric care. 
As the numbers of mentally ill individuals transitioned from institutions and 
hospitals back to the community there were several unintended and unfortunate 
consequences. Many states were not prepared to treat the increasing numbers of mentally 
ill who were filtering out into the community (Belcher, 1988; Perez et al., 2003; Slate & 
Johnson, 2008). Too many individuals were in need of services and too few services 
existed to meet the increased needs produced by deinstitutionalization. Many of these 
mentally ill individuals ultimately were left untreated and had nowhere to go except to 
live on the streets, thereby becoming homeless (Baillargeon et al., 2010; Belcher, 1998; 
Greenberg & Rosenhack, 2008; Perez et al., 2003; Slate & Johnson, 2008; Torrey et al., 
2008). Many of these individuals would eventually come to the attention of the criminal 
justice system (Kubiak et al., 2011; Perez et al., 2003; Slate & Johnson, 2008; Vogel et 
al., 2007; White et al., 2006). 
The dramatic overrepresentation of mental illness, substance abuse, and 
homelessness in the criminal justice system did not occur overnight. Not only was it 
increasingly difficult to access state mental health hospitals and to obtain community-
based treatment, but the number of low-rent housing units decreased significantly 
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between 1975 to 1995 (Tsemberis, 1999). According to Tsemberis (1999), during this 20 
year reduction "some 2.2 million low-rent housing units came off the real estate market 
nationally, while the number of low-income renters increased by 4.7 million" (p. 226). 
The shortage of affordable housing, mental health and substance abuse treatment 
services, medical services, and other social support services has significantly limited the 
effectiveness of these safety net programs to benefit this fragile population (Buck, 
Brown, & Hickey, 2011). According to Baillargeon et al. (2010): 
Unable to access appropriate treatment and social support services, large 
numbers of formerly institutionalized persons with severe mental illness 
were left homeless, impoverished and highly symptomatic-a combination 
of factors that put them at high risk for becoming involved in the criminal 
justice system. (p. 364) 
The lack of community resources available for this population ultimately resulted 
in increases in rates of arrest among former patients (Baillargeon et al., 2010; Morabito et 
al., 2010; Perez et al., 2003; White et al., 2006). Deinstitutionalization returned a large 
number of mentally ill people to the community which ultimately increased the 
interaction between the police and people with mental illness, substance abuse, and co-
occurring disorders (Morabito et al., 2010; Perez et al., 2003; White et al., 2006). 
Accessing institutional services for individuals with mental illness, substance 
abuse, or co-occurring disorders has become increasingly difficult (Belcher, 1988; Perez 
et al., 2003; Slate & Johnson, 2008; Trupin, Turner, Stewart, & Wood, 2004; Weedon, 
2005). According to Belcher (1988), "deinstitutionalization of state mental health 
hospitals and narrowly defined civil commitment statutes have contributed to an increase 
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in the number of chronically mentally ill persons being incarcerated" (p. 185). In 
previous times, an individual suffering from mental illness, substance abuse, or co-
occurring disorders may have been committed to a state hospital. Commitment to these 
facilities has become increasingly difficult thereby opening a greater possibility for 
criminalization of these individuals (Belcher, 1988; Perez et al., 2003; Trupin et al., 2004; 
Weedon, 2005). Many states often require that the individual be overtly suicidal or 
homicidal to be given access to involuntary inpatient hospitalization (Belcher, 1988). 
According to Greenberg and Rosenheck (2008), "due to reductions in bed availability and 
the increasing stringency of standards for involuntary medical hospitalization, psychiatric 
hospital care has become far less available, perhaps increasing the risk of incarceration 
among homeless people with serious mental illness" (p. 100). With a lack of adequate 
community-based services to address the needs of the mentally ill, the burden began to 
fall upon the criminal justice system (Slate & Johnson, 2008). The police are often faced 
with the task of what to do with these individuals because many homeless individuals 
suffering from mental illness, substance abuse, or co-occurring disorders often do not 
meet these stringent requirements for hospitalization (Belcher, 1998; Green, 1997; 
Greenberg & Rosenhack, 2008; Hails & Borum, 2003; Perez et al., 2003). Unfortunately 
the increasing response is to arrest and incarcerate these individuals (Belcher, 1988; 
Perez et al., 2003; Trupin et al., 2004; Weedon, 2005). 
Many have suggested that the deinstitutionalization movement has lead to the 
increased trend to process the mentally ill through the criminal justice system instead of 
being hospitalized (A bramson, 1972; Baillargeon et al., 2010; Green, 1997; Hartford, 
Carey & Mendonca, 2007; Perez et al., 2003; Slate & Johnson, 2008). This phenomenon 
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is often referred to as the "criminalization of mentally disordered behavior" (Abramson, 
1972; Baillargeon et ai., 2010; Green, 1997; Hartford et ai., 2007; Perez et ai., 2003; Slate 
& Johnson, 2008). The "criminalization of mentally disordered behavior" relates to the 
social dilemma posed by the deinstitutionalization of people with mental illness 
(Abramson, 1972; Baillargeon et aI., 2010; Green, 1997; Hartford et ai., 2007; Perez et 
aI., 2003). According to Abramson (1972), "if the entry of persons exhibiting mentally 
disordered behavior into the mental health system of social control is impeded, 
community pressure will force them into the criminal justice system of social control" (p. 
103). Those in the criminal justice system may hold the belief that the deviant behavior 
of the mentally ill can be dealt with faster and more efficiently in the criminal justice 
system than in the mental health system (Perez et aI., 2003). It has been suggested that 
the criminal justice system re-institutionalizes the mentally ill by prosecuting them for 
relatively minor offenses (Abramson, 1972; Hartford et aI., 2007; Slate & Johnson, 
2008). 
The criminal justice system is not prepared to accommodate the increasing 
numbers of homeless with mental illness and substance abuse issues. This disturbing 
increase in the incarceration of homeless offenders with mental illness, substance abuse 
and co-occurring disorders has occurred during the same time as funding for community 
mental health services have been dramatically cut (Trupin et aI., 2004; Weedon, 2005). 
According to Fitzpatrick and Myrstol (2011), "whether a direct result of changes in 
public policy (deinstitutionalization policy) or a range of other structural or personal 
circumstances, dually diagnosed persons are entering the criminal justice system in 
record numbers" (p. 276). The influx of homeless individuals with mental illness , 
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substance abuse, or co-occurring disorders has been so great that some have called the 
criminal justice system a substitute for mental health and substance abuse treatment 
(Belcher, 1988; Fitzpatrick & Myrstol, 2011; Slate & Johnson, 2008; Trupin et aI., 2004). 
The criminal justice system has become responsible for the care of individuals with 
mental health issues that were once served in the community without having the 
resources and ability to address the individuals multiple problems (Slate & Johnson, 
2008; Trupin et aI., 2004). 
Explanatory Factors for Involvement with the 
Criminal Justice System 
Due to the homeless populations' heightened involvement with the criminal 
justice system, it is important to examine factors that may account for this phenomenon. 
Prior research on the: homeless has identified six types of explanatory factors to account 
for the high rates of criminal justice system involvement by the homeless (Fitzpatrick & 
Myrstol, 2011; Greenberg & Rosenheck, 2008; Irwin, 1985; Kushel, Hahn, Evans, 
Bangsberg & Moss, 2005; Snowet aI., 1989). These six types of explanatory factors 
include (1) socio-demographic characteristics; (2) homelessness itself may be 
criminogenic; (3) poor health status; (4) rabble management; (5) gaps in services; and (6) 
a bi-directional association between homelessness and incarceration (Fitzpatrick & 
Myrstol, 2011; Greenberg & Rosenheck, 2008; Hartwell, 2004; Irwin, 1985; Kubiak et 
aI., 2011; Kushel et aI., 2005; Snow ct aI., 1989; Tsemberis, 1999). 
Socio-Demographic Characteristics 
Many of the socio-demographic characteristics associated with homelessness are 
often found to be risk factors for involvement in criminal justice system (Belcher, 1988; 
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Fagin, 2010; Fisher et aI., 2011; Fitzpatrick & Myrstol, 2011; Greenberg & Rosenheck, 
2008(a); Golder et aI., 2005; Lynch & Sabol, 2004; Markowitz, 2006; Snowet aI., 1989). 
These socio-demographic characteristics include being male, single, young, poor, being 
of minority ethnicity, and having lower levels of education (Belcher, 1988; Fagin, 2010; 
Fisher et aI., 2011; Fitzpatrick & Myrstol, 2011; Greenberg & Rosenheck, 2008(a); 
Golder et aI., 2005; Kubiak et aI., 2011; Lynch & Sabol, 2004; Markowitz, 2006; Snowet 
aI., 1989; Tsai et aI., 2010). While these socio-demographic characteristics do not cause 
someone to be homeless or to have involvement with the criminal justice system, they 
have been found to be more prevalent in their population. 
Homelessness is Criminogenic 
A second explanation for the increased contact with the criminal justice system 
among the homeless is that the state of homeless ness may be criminogenic (Greenberg & 
Rosenheck, 2008; Hartwell, 2004; Kubiak et aI., 2011; Snow et aI., 1989; Tsemberis, 
1999; White et aI., 2006). Homeless individuals often have to survive with very limited 
resources. Their lack of resources may influence some to commit criminal behavior in 
order to get the bare necessities needed to survive on the streets (Greenberg & 
Rosenheck, 2008; Snow et aI., 19889). A homeless individual my commit a crime, such 
as stealing food, in order to survive. Support for this explanation comes from the types of 
crimes that the homeless often face. The homeless are disproportionally arrested for 
certain forms of crimes, namely property crimes and order maintenance offences 
(Belcher, 1988; Fitzpatrick & Myrstol, 2011; Ford, 2005; Greenberg & Rosenheck, 
2008a; Perez et aI., 2003). Golder et aI. (2005) found the homeless were more likely to 
be arrested and detained for a misdemeanor offense than domiciled individuals. 
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Greenberg and Rosenheck (2008 a) found the homeless had a 16% higher rate of arrest 
for property crime than did domiciled inmates. Fitzpatrick and Myrstol (2011) found the 
homeless were significantly more likely to be arrested, booked, and detained for property 
crimes and twice as l'ikely for order maintenance offenses. The increased frequency of 
the homeless being arrested and detained for order maintenance offenses could be due to 
the lack of privacy experienced by being homeless (Belcher, 1988). 
Poor Health Status 
It has been suggested that the homeless individual's poor health status increases 
the risk for involvement in the criminal justice system (Greenberg & Rosenheck, 2008; 
Snow et aI., 1989). The primary examples of poor health status among the homeless are 
physical health impairments, mental illness and substance abuse disorders, which are 
common among the homeless population (Greenberg & Rosenheck, 2008; Kuhn & 
Culhane, 1998; Larimer et aI., 2009; Metraux & Culhane, 2006; Phelan & Link, 1999; 
Toro & Warren, 1999). The health conditions and mortality rates for homeless mentally 
ill individuals are similar to those found in developing countries (Larimer et aI., 2009). 
The average age of death for this population is estimated to be between 42 and 52 years 
of age (Larimer et aI., 2009). Alcohol is estimated to be a factor in 30% to 70% of the 
deaths (Larimer et aI., 2009). Serious mental illness can often place an individual at risk 
for violating social norms and laws. The violation of these social norms and laws directly 
increase their likelihood of contact with the legal system. According to Greenberg and 
Rosenheck (2008), "people with severe mental illness may be less able to cope with the 
stresses of homelessness or may perpetrate criminal acts that are manifestations of their 
illness" (p. 100). Homeless individuals suffering from severe mental illness may present 
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behavior which may be seen by society, and law enforcement, as inconsistent with the 
social norms (Belcher, 1988). 
Research suggests there are high numbers of homeless individuals suffering from 
untreated mental illness or have stopped taking their prescribed medication (Baillargeon 
et ai., 2010; Golder et ai., 2005; Hartwell, 2004; Johnson, 2011; Kubiak et ai., 2011; 
Perez et ai., 2003; Thompson et ai., 2003; Tsemberis, 1999). According to Vee (2000), 
individuals with emotional and behavioral issues were more likely to use and abuse 
illegal substances. It is not uncommon for individuals with untreated mental illness to 
self-medicate, or seek symptom relief, with illegal drugs and alcohol which leads some to 
develop substance abuse problems (Tsemberis, 1999). The basic nature of having a 
substance abuse disorder increases the likelihood of contact with the justice system. 
According to Hartwell (2004), "the dually diagnosed can become involved with the 
criminal justice system because of the long-term course of their addiction and its 
associated behaviors" (p. 99). The very nature of having an individual who is addicted to 
illegal substances increases their likelihood of detection and apprehension from law 
enforcement. 
Rabble Management 
Another explanation for the increased criminal justice contact among the 
homeless is related to the issue of rabble management (Fitzpatrick & Myrstol, 2011; 
Hartwell, 2004; Irwin, 1985; Thompson et ai., 2003). Homeless individuals suffer from 
having a challenged social identify (Fitzpatrick & Myrstol, 2011). The homeless often 
lack privacy so they suffer the burden of increased visibility. According to Fitzpatrick 
and Myrstol (2011), "because they lack the privacy of a permanent residence, the 
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homeless are often forced to live their private lives in public spaces, which make them 
susceptible to the informal and formal processes of community social control" (p. 275). 
Many homeless individuals, especially those with mental illness and/or substance abuse, 
may display "odd" behavior and may have difficulty fitting into "normative" society 
(Belcher, 1988). These factors lead to the creation of a distinct subculture with its own 
identity, norms, values, and beliefs (Belcher, 1988). According to Belcher (1988), "the 
uniqueness of this culture and the concurrent distancing from 'normative' society places 
homeless mentally ill people in direct conflict with many norms of traditional society" (p. 
186). These mentally ill homeless individuals could be viewed as a form of rabble 
(Fitzpatrick & Myrstol, 2011; Irwin, 1985; Slate & Johnson, 2008). 
Rabble are people in society that the mainstream community views as bothersome 
and unseemly (Fitzpatrick & Myrstol, 2011; Irwin, 1985; Slate & Johnson, 2008). These 
individuals are viewed this way because of their unusual behavior, appearance and 
custom (Fitzpatrick &. Myrstol, 2011; Irwin, 1985). Rabble are detached and disreputable 
(Fitzpatrick & Myrstol, 2011; Irwin, 1985). According to Fitzpatrick and Myrstol (2011), 
"they (rabble) do not participate in mainstream institutions, they do not belong to 
traditional community organizations, and they often have weak ties to community social 
networks" (p. 272). These individuals violate social norms because they do not fit in 
with mainstream society. Rabble are also disreputable because they engage in 
unorthodox behavior (Fitzpatrick & Myrstol, 2011; Irwin, 1985). This behavior is often 
thought of as deviant and troublesome by the mainstream society. These odd, deviant, or 
troublesome behaviors usually come to the attention of the criminal justice system. 
According to Thompson et al. (2010), "this contact may begin with a call from a business 
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owner to 'do something' about the unkempt young man pacing in front of the store or 
community demands to keep individuals from sleeping on park benches" (p. 31). It is 
easy to identify the homeless, especially those with mental illness and substance abuse, as 
fitting the definition of rabble. 
One of the most severe forms of controlling rabble is through incarceration. 
According to Irwin (1985), "the jail was invented, and continues to be operated, in order 
to manage society's rabble" (p. 2). The rabble are not necessarily being incarcerated for 
their dangerousness, but primarily because of their offensiveness (Fitzpatrick & Myrstol, 
2011; Irwin, 1985). According to Fitzpatrick and Myrstol (2011), "incarceration of 
rabble in local jails has more to do with the threat that their presence and behavior pose to 
moral sensibilities than it does to public safety" (p. 273). These individuals are often 
incarcerated for who they are rather than what they have done. 
The concept of rabble management draws heavily from the conflict theory 
perspective. Conflict theory sees the state and the law as instruments of oppression 
employed by the ruling class for their own benefit (VoId, Bernard, & Snipes, 2002). 
Mainstream society and the rabble are often in direct conflict with one another. The 
rabble are often powerless and therefore often oppressed by the state and mainstream 
society. If conflict arises among people or groups, the state is seen as serving as a 
mediator to bring about a resolution that best suits the interests of society at large (VoId 
et aI., 2002). When mainstream society becomes intolerant of the rabble, the resolution 
that benefits the interest of society usually takes the form of incarceration. 
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Gaps in Service 
A fifth explanation for the increased contact with the criminal justice system 
among the homeless is related to gaps in services for this marginalized population (Fisher 
et aI., 2011; Fitzpatrick & Myrsol, 2011; Hartwell, 2004; Kubiak et aI., 2011; Perez et aI., 
2003; Rosenheck, Morrissey, Lam, Calloway, Johnsen, Goldman, Randolph, Blasinsky, 
Fontana, Calsyn & Teague, 1998; Thompson et aI., 2003; Weisman et aI., 2004; 
Wenzlow, Ireys, Mann, Irvin & Teich, 2011). These gaps in services involve numerous 
life domains, such as, but not limited to, mental health and substance abuse treatment, 
housing assistance programs, and medication (Fisher et aI., 2011, Fitzpatrick & Myrsol, 
2011, Golder et aI., 2005; Hartwell, 2004; Owens, Rodgers & Whitesell, 2011; Torrey et 
aI., 2008). Many of these services are designed to assist with and prevent the 
reoccurrence of chronic problems facing the homeless population. 
The policy of deinstitutionalization has dramatically reduced the opportunity to 
access long-term mental health hospitalization. As a result of deinstitutionalization and 
the significant increase in the number of homeless mentally ill individuals in the 
community, mental health and service providers are facing significant difficulty meeting 
the needs of those who require their services (Fitzpatrick & Myrsol, 2011; Slate & 
Johnson, 2008; Torrey et aI., 2008; Thompson et aI., 2003). According to Fitzpatrick and 
Myrsol (2011), "despite the fact that the number of assistance programs and service 
providers have increased over the last decade, it has been difficult for them to meet the 
challenge posed by the thousands who need their assistance" (p. 275). Due to the 
increasing demands placed on an underfunded and often unavailable assistance programs 
and service providers, many people with mental illness and co-occurring disorders will 
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not receive the treatment and services they vastly need (Slate & Johnson, 2008; White et 
aI.,2006). Without adequate services this population will continue to suffer. 
Many service providers and assistance programs are often only accessible 
Monday to Friday (Thompson et aI., 2003). In addition, many mental health and 
substance abuse treatment systems are often fragmented, meaning that the individual is 
receiving separate mental health and substance abuse treatment by different service 
providers (Rosenheck et aI., 1998; Thompson et aI., 2003). According to Rosenheck et 
. ai. (1998), "the fragmentation of service delivery systems has long been recognized as a 
serious impediment to the delivery of community-based care for people with severe and 
persistent mental illness and, more specifically, for those who are homeless" (p. 1610). 
Individuals who suffer from multiple problems often find that various service providers 
do not communicate, or work together, and can have differing philosophies which 
inhibits the success ofthese interventions (Hanrahan, Heiser, Cooper, Oulvey & Luchins, 
2006; Kubiak et aI., 2011; Rosenheck et aI., 1998; Thompson et aI., 2003). These 
differences in philosophies, goals, mandates, and expectations of services have been 
known to contribute to higher levels of incarceration and recidivism among those with 
mental illness (Kubiak et aI., 2011). 
Compounding the issue of incompatible systems is the problem related to sharing 
of the individual's health and medical information among various service providers 
(Peaslee, 2009; Vogtl et aI., 2007). The Health Insurance Portability and Accountability 
Act of 1996 (HIP AA) along with other federal, state and local data sharing laws have 
made cross-system collaboration increasingly difficult (Peaslee, 2009; Vogel et aI., 
2007). According to Vogel et ai. (2007), "HIP AA and similar legislations have been a 
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platform for resistance regarding the sharing of information, and a tremendous obstacle 
for effective collaboration by hampering the ability to clearly identify target populations 
and create appropriate programming" (p. 182). Service providers are concerned about the 
sharing of client's confidential medical records, but also realize the importance and need 
of sharing this information for appropriate and comprehensive services (Vogel et aI., 
2007). HIP AA and similar legislation have also complicated the ability to share this 
sensitive information with law enforcement and other parts of the criminal justice system 
(Peaslee, 2009). 
Another area where there is often a gap in services relates to the issue of health 
and social service benefits, including access to medication (Baillargeon et aI., 2010; Buck 
et aI., 2011; Osher, Steadman & Barr, 2003; Owens et aI., 2011; Perez et aI., 2003; 
Wenzlow et aI., 2011). Many homeless mentally ill individuals may find difficulty 
accessing the process for becoming eligible for food benefits, thereby making it difficult 
to access food and clothing which can increase the risk for recidivism (Osher et aI., 
2003). Many homeless individuals do not have a state issued ID card (Baillargeon et aI., 
2010; Osher et aI., 2003). Not having an ID card, or proper identification, often prohibits 
individuals from being able to access much needed community resources, services, or 
benefits (Baillargeon et aI., 2010). These services include Medicaid, Supplemental 
Security Income (SSI)/Social Security Disability Income (SSDI), food stamps, and 
Temporary Assistance to Needy Families (TANF) (Baillargeon et aI., 2010; Osher et aI., 
2003; Owens, 2011; Wenzlow et aI., 2011). 
A substantial number of mentally ill individuals rely on programs such as 
Medicaid for healthcare coverage (Baillargeon et aI., 2010). Many benefits-eligible 
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homeless individuals often have their benefits stopped or discontinued while they are 
incarcerated (Baillargeon et aI., 2010; Osher et aI., 2003; Wenzlow et aI., 2011). Several 
states have laws which prohibit incarcerated individuals from enrolling in Medicaid while 
they are imprisoned (Baillargeon et aI., 2010; Wenzlow et aI., 2011). This becomes 
problematic once these individuals leave the correctional institution. According to 
Wenzlow et aI. (2011), "although people with serious mental illness leaving correctional 
facilities have urgent and diverse needs for health care, they may not have the skills to 
independently negotiate the complex steps necessary to complete the Medicaid 
enrollment process" (p. 77). The process of applying for or reinstating eligibility for 
public programs, such as Medicaid, can be very complex and overwhelming for someone 
with severe mental illness (Baillargeon et aI., 2010). 
As a result, many inmates with mental illness leave correctional institutions 
without health insurance and without the financial means needed to access the treatment 
services they so desperately need in order to live successfully in the community 
(Wenzlow et aI., 2011). According to Owens et ai. (2011), "not having health insurance 
or not being able to afford mental health care were the often cited reasons for not seeking 
care when the individual felt this care was needed" (p. 45). Many mental health 
community-based health and mental health providers are unwilling or unable to accept 
referrals or provide services for these individuals without having a funding source to pay 
for their services (Baillargeon et aI., 2010). This situation leaves many mentally ill 
homeless individuals without services and medication. Wenzlow et ai. (2011) found that 
delays in receiving mental health services for these individuals have led to increased 
probability of relapse, recidivism, and/or admission to hospitals and psychiatric facilities. 
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The lack of coordination and collaboration between service systems also extends 
to the area of housing. Delays in reactivating services, such as SSI/SSDI or Medicaid, 
can leave individuals without the means necessary to pay for housing (Weisman et al., 
2004). Adding to the complications of accessing housing services is the issue of 
geographic mobility among the homeless population (Tsai et al., 2010). According to 
Tsai et al. (2010), "there is not only extensive movement in and out of homelessness, but 
homeless individuals with mental illness sometimes move to different geographic areas 
based on their needs for subsistence resources, health care, and/or housing" (p. 2). The 
state of homelessness is not a permanent state for many homeless individuals (Phelan & 
Link, 1999; Tsai et al., 2010). Homeless individuals routinely move in and out of 
shelters, friends and family members, and institutional facilities such as jails, prisons, and 
hospitals. Not only do their living arrangements change, but the some homeless people 
move to a different part of town or even a different city or state (Phelan & Link, 1999; 
Tsai et al., 2010). These issues makes it can make it difficult for homeless individuals to 
access housing services. 
Additionally, many housing programs require individuals to refrain from using 
drugs and alcohol while they are utilizing the housing program (Martinez & Burt, 2006; 
Tsai et al., 2010; Tsemberis, 1999). Some homeless individuals will be at risk of losing 
their housing services if they continue to use drugs and alcohol or not complying with 
their treatment program (Martinez & Burt, 2006; Tsai et al., 2010; Tsemberis, 1999). 
Individuals who do not comply with the requirements of the housing program may be 





Another explanation for the overrepresentation of homelessness in the criminal 
justice system is that there is a bi-directional association between homelessness and 
incarceration (Greenberg & Rosenheck, 2008; Kushel et aI., 2005; Metraux & Culhane, 
2006; Sung, Mellow, & Mahoney, 2010). Incarceration has been found to increase the 
risk of homelessness and homelessness has been shown to increase the risk of being 
incarcerated (Greenberg & Rosenheck, 2008; Kushel et aI., 2005; Metraux & Culhane, 
2006; White et aI., 2006). The result of the individual being incarcerated is likely to 
produce a reduction in the individual's ties to their family and community (Chriss, 2007; 
Greenberg & Rosenheck, 2008; Kushel et aI., 2005). A culmination of the weakened 
bonds to family and ~he community, as well as the reduction in opportunities, may 
actually increase an individual's chance of becoming homeless. Greenberg and 
Rosenheck (2008) found a significant portion of homeless inmates became homeless as a 
direct result of prior incarceration. 
Arrest and incarceration also has a negative impact on the opportunities for 
community supports, including treatment, medication, employment and housing services 
(Fisher et aI., 2011; Ford, 2005; Greenberg & Rosenheck, 2008; Kubiak, Zoe Ii, 
Essenmacher, & Hanna, 2011; Weisman et aI., 2004). The stress of the arrest and 
incarceration has been known to increase the risk of relapse and the potential for suicide 
among the homeless mentally ill (Weisman et aI., 2004). According to Weisman et al. 
(2004), "a history of'arrest and incarceration can form a significant barrier to receiving 
treatment in the community, especially when combined with substance abuse, 
homelessness, and non-compliance" (p. 72). Individuals may have difficulty access 
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community-based services due to the stigma of being incarcerated (Hartwell, 2004). 
Individuals may lose their opportunity to participate in housing programs due to their 
incarceration (Greenberg & Rosenheck, 2008). Periods of incarceration, even brief, 
disrupt the access to community-based services leaving many individuals without the 
necessary supports and services to reduce the risk of homeless ness (Hartwell, 2004; 
Kubiak et aI., 2011; Kushel et aI., 2005). 
Those who are homeless, or at-risk of homeless ness, are often part of the 
marginalized population in society (Kubiak et aI., 2011; Perez et aI., 2003; Thompson et 
aI., 2003; Weisman et aI., 2004). The blockage of access to services designed to help this 
population continues to perpetuate their marginalization and disenfranchisement from 
society (Ford, 2005; Hartwell, 2004). Because of the lack of access to various services, 
including medication, housing, and treatment programs, many individuals may become 
homeless and engage in antisocial or delinquent acts. According to Hartwell (2004), 
"their presence in the criminal justice system is indicative of their disenfranchisement or 
lack of fit with more informal social controls including social services" (p. 96). Spending 
time incarcerated further increases community disenfranchisement among this fragile 
population (Ford, 2005; Hartwell, 2004). 
A result of this continued community disenfranchisement often takes the form of 
numerous arrests and repeated incarcerations (Ford, 2005). Some have used the label of 
"frequent fliers," "regular customers," or "churners" to describe those who repeatedly 
cycle between institutions and the community (Fitzpatrick & Myrsol, 2011; Ford, 2005: 
Golder et aI., 2005; White, Goldkamp & Campbell, 2006). Ford's (2005) study of 
"frequent fliers" found that many of them had abundant address changes and that 
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approximately 80% had been transient or homeless at least once. Ford (2005) also found 
"frequent fliers" were likely to have a history of mental illness and substance abuse. 
According to Ford (2005, p. 65), "co-occurring disorders (mental health and substance 
abuse) were most often cited as the best descriptor of frequent flier inmates." These 
individuals cycle in and out of the "institutional circuit" which includes shelters, 
hospitals, jails, and prisons (Buck et ai., 2011; Haugland, Siegel, Hopper & Alexander, 
1997; Metraux & Culhane, 2006; White et ai., 2006). These institutions provide a stable 
living situation for this at-risk, marginalized and disenfranchised population (Haugland et 
ai., 1997; Metraux & Culhane, 2006). 
Costs Associated with Homelessness 
Homeless individuals, many with mental illness and substance abuse, often are 
"frequent customers" of the "institutional circuit" (Buck et ai., 2011; Haugland et aI., 
1997; Metraux & Culhane, 2006; White et aI., 2006). These individuals produce a 
significant financial burden on shelters, hospitals, jails and prisons due to the increased 
usage of these institutional services (Buck et ai., 2011; Metraux & Culhane, 2006; White 
et ai., 2006). According to White et ai. (2006), "there appears to be a small group whose 
mental illness and substance abuse are chronic and who are disproportionately 
responsible for the impact on the justice system" (p. 321). These individuals cycle 
between the streets and the institutional services producing enormous costs. 
Rosenheck, Neale, Leaf, Milstein and Frisman (1995) found the expenditures for 
intensive psychiatric 'community care programs for individuals with severe mental illness 
were estimated to be $33,295 in 1990 dollars per client. Wolff, Helminiak and Diamond 
(1995) found the expenditures for direct mental health treatment were estimated to be 
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$10,826 in 1994 dollars per client, but when calculating the societal costs the expenditure 
increased to $29,965 per client. Hollingsworth and Sweeney (1997) found the average 
yearly expenditure for the severely mentally ill was estimated to be $13,992 in 1994 
dollars per client, but some clients had expenditures exceeding $95,000 per year. 
Hollingsworth and Sweeney (1997) found the majority of clients in their study had 
expenditures of less than $2,000 per year, but a small percentage of clients, 11.1 %, had a 
yearly expenditure of greater than $20,000 per year, per client. According to 
Hollingsworth and Sweeney (1997), "clients for whom annual expenditures were under 
$2,000 consumed only 4.2% of all expenditures for mental health services, whereas 
clients for whom annual expenditures were more than $20,000 used 51.7% of total 
expenditures" (p. 488). It is estimated that the costs associated with incarcerating the 
mentally ill exceeds $9 billion dollars per year (Johnson, 2011). Ford (2005) found the 
expense for incarcerating a sample of 19 "frequent fliers," or high demand correctional 
users, averaged $351,795 for a week long jail stay and that a two weekjail stay cost 
taxpayer on average $753,840. These studies illustrate the growing concern related to the 
financial burden oft1;lese multi-service using individuals. 
The Coalition for the Homeless and the Louisville Metro Office on Homelessness 
(2008) estimated that the total cost for homeless services for 7,180 single homeless adults 
in Louisville, KY to be approximately $10,294,201, average of $1,434 per client, during 
the years 2004 and 2005. They also found the homeless averaged $31,863 per client in 
psychiatric hospitalization costs at Central State Hospital and averaged $16,616 per client 
in hospitalization costs at the University of Louisville Hospital (The Coalition for the 
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Homeless, 2008). The Coalition for the Homeless (2008) also found that the cost for 
correctional services for the homeless averaged $17,472 per client during 2004 and 2005. 
The costs for these services for the homeless population often fall 
disproportionately on local and state governments (Clark & Rich, 2003; Martinez & Burt, 
2006; Perez et aI., 2003). Institutional services, including jails, prisons, and hospitals, 
account for the greatest expenditure for the homeless population (Toro & Warren, 1999). 
According to Perez et ai. (2003): 
The deinstitutionalization of people with mental illnesses from inpatient 
hospital settings and the reinstitutionalization of this population into the 
criminal justice system has caused enough concern regarding the wasting 
of taxpayer money and the resulting inappropriate treatment of people 
with mental illnesses. (p. 72) 
Nationwide efforts to eliminate chronic homelessness have been developed due to 
the immense financial costs that are associated with this population (Clark & Rich, 2003; 
Larimer et aI., 2009; Martinez & Burt, 2006; Perez et aI., 2003, Toro & Warren, 1999). 
The ever increasing costs for these institutional services come at a time when there is 
heavy competition for the limited service dollars available through the local, state, and 
federal government (Clark & Rich, 2003). 
Effective Services for the Homeless 
The reduction in service dollars produces a need to determine what types and 
levels of homeless services are the most effective and for what type of client (Clark & 
Rich, 2003; Hollingsworth & Sweeney, 1997; White et aI., 2006). According to Golder 
et ai. (2005), "since the mid-1990s, there has been an increasing emphasis on identifying 
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'what works' and using evidence-based principles within the criminal justice arena" (p. 
103). Evidence based practice has significant potential benefits for the criminal justice 
system, such as program and policy development, treatment strategies or interventions 
used in both community and institutional corrections, and strategies to reduce recidivism 
(Golder et aI., 2005; Hartford et aI., 2007; Taxman, Cropsey, Melnick, & Perdoni, 2008). 
The utilization of evidence based practices can be used in all components of the criminal 
justice system; law enforcement, court system, and the correctional system. The use of 
evidence based practice is likely most influential in how the criminal justice system 
responds to certain populations of offenders, such as those who are homeless, mentally 
ill, or addicted to substances (Golder et aI., 2005; Hartford, et aI., 2007; Munetz & 
Griffin, 2006; Taxman et aI., 2008; Tyuse, 2005; Watson, Ottati, Morabito, Draine, & 
Angell,2010). 
Diversion 
One area where there has been significant evidence based research has been in 
pre-conviction diversion programs for individuals with mental illness (Broner, Lattimore, 
Cowell & Schlenger, 2004; Cowell, Lattimor & Krebs, 2010; Hartford et al., 2007; 
Lamberti et aI., 2004'; Perez et aI., 2003; Munetz & Griffin, 2006; Steadman & Naples, 
2005; Vaughn et aI., 2007; Weedon, 2005; Vee, 2000). According to Siegel (2009), 
"diversion programs are designed to remove offenders from the normal channels of the 
criminal justice system by placing them in programs designed for rehabilitation" (p. 219). 
Golder et ai. (2005) suggest that best practices in criminal justice system should include 
the diversion of mentally ill individuals prior to incarceration. Lamberti et aI. (2004) 
suggests diversion is a predominant approach to preventing unnecessary arrests and 
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incarceration for individuals with mental illness. Diversion programs also reduce the 
stigma of being labeled a criminal and allows for more individualized treatment 
approaches as well possibly accessing various services that may fall outside the 
traditional realm and authority of the criminal justice system (Broner et aI., 2004; 
Hartford et al., 2007; Munetz & Griffin, 2006; Perez et aI., 2003; Siegel, 2009; Slate & 
Johnson, 2008; Steadman & Naples, 2005). Diversion programs often combine specific 
therapeutic interventions to address the offender's problem. Studies of diversion 
programs for individuals with mental illness found an increased likelihood that the 
individual would utilize mental health and substance abuse services, spend more time in 
the community, were less likely to be arrested, and receive more counseling sessions than 
those who were not diverted (Broner et aI., 2004; Hartford et aI., 2007; Steadman & 
Naples, 2005; Tyuse, 2005). 
Diversion can occur at multiple points throughout the justice process. Possible 
points of diversion include pre-arrest, post-arrest, pre-booking, and post-booking 
(Baillargeon et aI., 2010; Ford, 2005; Hartford et aI., 2007; Munetz & Griffin, 2006; 
Steadman, Deane, Borum & Morrissey, 2000; Thompson et aI., 2003; Tyuse, 2005; 
Vogel et aI., 2007; Weisman et aI., 2004). These programs are aimed at preventing the 
individual from being arrested, being prosecuted, or being incarcerated. 
One model that utilizes diversion programs is the Sequential Intercept Model 
(Munetz & Griffin, 2006; Slate & Johnson, 2008; Vogel et aI., 2007). The Sequential 
Intercept Model consists of a series of intercept points where interventions can be made 
to prevent individual:.. with mental disorders from entering into or penetrating deeper into 
the criminal justice system (Munetz & Griffin, 2006; Slate & Johnson, 2008; Vogel et aI., 
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2007). According to Munetz and Griffin (2006), "the interception points are law 
enforcement and emergency services; initial detention and initial hearings; jails, courts, 
forensic evaluations, and forensic commitments; reentry from jails, state prisons, and 
forensic hospitalization; and community corrections and community support" (p. 544). 
The Sequential Intercept Model aims to link individuals to community treatment in hopes 
of reducing the rate of return to the criminal justice system through collaboration between 
the criminal justice ~~stem and treatment systems (Munetz & Griffin, 2006; Vogel et aI., 
2007). 
Intercept 1, law enforcement and emergency services, often utilizes police based 
pre-arrest diversion programs allowing police officers to directly make referrals to 
community programs (Laing, Halsey, Donohue, Newman & Cashin, 2009; Morabiato et 
aI., 2010; Munetz & Griffin, 2006; Perez et aI., 2003; Spooner, Hall & Mattick, 2001; 
Steadman et aI., 2000). Specialized police officers, usually referred to as the Crisis 
Intervention Team (CIT), are often used to de-escalate situations and attempt to resolve 
issues without resorting to an arrest (Hailis & Borum, 2003; Laing et aI., 2009; Morabiato 
et aI., 2010; Munetz & Griffin, 2006; Perez et aI., 2003; Steadman et al., 2000). Evidence 
has supported that these strategies have produced a reduction in arrests for individuals 
with mental illness (Hailis & Borum, 2003; Laing et aI., 2009; Morabiato et aI., 2010; 
Munetz & Griffin, 2006; Perez et aI., 2003; Steadman et aI., 2000). 
Intercept 2, initial hearing and initial detention, often utilize post-arrest diversion 
strategies for individuals accused of less serious crimes (Hartford et aI., 2007; Munetz & 
Griffin, 2006; Spooner et aI., 2001; Thompson et aI., 2003; Vogel et aI., 2007). Another 
strategy that may be utilized during this phase is to have a mental health worker assess 
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the individual after the arrest and advocate in court for alternatives to incarceration or 
treatment options for the individual (Munetz & Griffin, 2006; Spooner et al., 2001; 
Tyuse, 2005). Intercept 3, jails, courts, forensic evaluations, and forensic commitments, 
typically consist of either the use of a diversion to a treatment program in lieu of a period 
of incarceration or the use of special jurisdiction courts, such as mental health courts or 
drug courts (Baillargeon et aI., 2010; Ford, 2005; Munetz & Griffin, 2006; Spooner et aI., 
2001; Thompson et aI., 2003; Vogel et aI., 2007; White et aI., 2006). According to 
Munetz and Griffin (2006), "these special-jurisdiction courts limit punishment and 
instead focus on problem-solving strategies and linkage to community treatment to avoid 
further involvement in the criminal justice system" (p. 547). Evaluations of special-
jurisdiction courts, such as drug courts and mental health courts have produced positive 
results (Ford, 2005; Henggeler et aI., 2006; Rodriguez & Webb, 2004; White et aI., 
2006). 
Intercept 4, reentry from jails, state prisons, and forensic hospitalization, utilize 
programs such as transitional planning, reentry services, and jail "in-reach" programs 
(Golder et aI., 2005; Munetz & Griffin, 2006; Osher et aI., 2003; Vogel, 2007). The 
reentry from institutional settings can be a critical time in the life of the individual and 
transitional planning, reentry services, and jail "in-reach" programs attempt to prevent 
first-episode or recurring homelessness, re-hospitalization, and recidivism (Belcher, 
1988; Day, Ward & Shirley, 2011; Herman et aI., 2011; Kubiak et aI., 2011; Osher et aI., 
2003). These programs also attempt to link and coordinate the individual's access to 
community-based services upon release from the institutional setting (Baillargeon et aI., 
2010; Buck et aI., 2011; Golder et aI., 2005; Thompson et aI., 2003; Wenzlow et ai., 
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2011). These linkages include, but not limited to, access to housing programs, mental 
health and substance abuse treatment, and access to medical treatment and medication 
(Day et aI., 2011; Herman et aI., 2011; Osher et aI., 2003; Vogel et aI., 2007; Wenzl ow et 
aI., 2011). Research on transition planning, reentry services, and jail "in-reach" programs 
stress the need for collaboration between the criminal justice system and various service 
systems, including the mental health and substance abuse treatment providers, housing 
services, and employment services (Baillargeon et aI., 2010; Buck et aI., 2011; Day et aI., 
2011; Golder et aI., 2005; Osher et aI., 2003; Thompson et aI., 2003; Wenzlow et aI., 
2011). These various programs have been shown to reduce homelessness, 
hospitalization, and recidivism if there is close collaboration and integration among the 
various service systems (Baillargeon et aI., 2010; Buck et aI., 2011; Day et aI., 2011; 
Golder et aI., 2005; Osher et al., 2003; Thompson et aI., 2003; Wenzlow et aI., 2011). 
Intercept 5, community corrections and community support, focuses on the use of 
probation as a means of reducing the incarceration of homeless individuals suffering from 
mental illness, substance abuse, or co-occurring disorders (Kubiak et aI., 2011; Lurigio, 
2001; Munetz & Griffin, 2006; Owens et aI., 2011; Vogel et aI., 2007; Weisman et al., 
2004). The use of community corrections in lieu of incarceration reduces further stigma 
on these marginalized and fragile individuals (Broner et aI., 2004; Hartford et aI., 2007; 
Hartwell, 2004; Munetz & Griffin, 2006; Perez et aI., 2003; Siegel, 2009; Steadman & 
Naples, 2005). Community corrections allows the individual to remain in the community 
where they can continue to utilize the various community-based services designed to 
assist with housing needs, mental health and substance abuse treatment, and medication 
management (Broner et aI., 2004; Hartford et aI., 2007; Hartwell, 2004; Munetz & 
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Griffin, 2006; Perez et al., 2003; Siegel, 2009; Steadman & Naples, 2005). According to 
Munetz and Griffin (2006), "a variety of jurisdictions use designated probation or parole 
officers who have sp'xialized caseloads of probationers with mental illness" (p. 547). 
The use of community corrections and community support seek to address some of the 
most pressing needs of the individual in hopes that it will have an impact on institutional 
service use, including hospitalizations and incarcerations. 
Collaboration and Integration of Services 
Individuals in the criminal justice system face a myriad of needs and challenges 
across many different areas of their lives including, but not limited to, education, 
housing, employment, mental illness and substance abuse, and physical health issues 
(Buck et al., 2011; Golder et al., 2005; Rosenheck, Morrissey et al., 2001; Thompson et 
al., 2003; Vogel et al., 2007; Weisman et al., 2004). Neither the mental health system, 
social support services system nor the criminal justice system alone can effectively 
address the numerous challenges these individuals face in their lives (Thompson et al., 
2003; Weisman et al., 2004). In order to successfully treat these numerous challenges 
across the various life domains, there needs to be collaboration and integration between 
the criminal justice system, community healthcare and social support services (Laing et 
al., 2010; Gordon et al., 2007; Greenberg & Rosenheck, 2010; Rosenheck, Morrissey et 
al., 2001; Rosenheck et al., 1988; Vogel et al., 2007; Weisman et al., 2004). According 
to Buck et al. (2011): 
The use of integrated primary and behavioral health models in conjunction 
with provisions for immediate access to and continuity of care upon 
release is emerging as a 'best practice' in combating the rapid cycling of 
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this vulnerable population between streets and shelters, emergency 
centers, and the county jail. (p. 120) 
It is clear that collaboration and integration of systems and services is essential in 
the reduction of institutional services use for this population. The mental health, 
substance abuse, criminal justice and social service systems need to reduce the 
organizational barriers that challenge or prohibit the coordinated and integrated treatment 
that is critical to this vulnerable population (Vogel et aI., 2007). 
The various mental health, substance abuse, criminal justice and social systems 
are often too uncoordinated to meet the multiple needs of these individuals (Hanrahan et 
aI., 2006). The collaboration and integration of service systems is essential where there is 
crossover in service use and sharing of clients between multiple service agencies (Laing 
et aI., 2009). Service integration is a concept where two or more entities develop 
linkages for the purpose of improving outcomes for vulnerable, fragile, and 
disenfranchised individuals with numerous needs (Greenberg & Rosenheck, 2010; 
Konrad, 1996; Laing et aI., 2009; Peaslee, 2009). According to Greenberg and 
Rosenheck (2010), "system integration can be defined broadly as the provision of 
services with high levels of coordination, communication, trust, and respect among 
service agencies so tliat they are better able to work together to achieve common 
objectives" (p. 185). The collaboration and integrating of systems and services allows for 
various agencies to work together for a common goal and to address problems more 
holistically than each agency is capable of doing alone (Peaslee, 2009). 
There are many benefits and reasons to utilize service system collaboration and 
integration. According to Rosenheck et ai. (1998), "more integrated service systems 
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provide better access to a broad range of services; clients treated in more integrated 
service systems have better outcomes; and the resulting improvement in outcomes is 
mediated through increased accessibility and continuity of service delivery" (p. 1610). 
Partnering agencies can work together to identify shared clients and develop strategies to 
share resources, shift and reduce service cost, and share the liability of providing services 
to these vulnerable individuals (Osher et aI., 2003; Rosenheck et aI., 1998; Thompson et 
aI.,2003). The integration of services from the criminal justice, mental health and 
substance abuse systems can decrease the duplication of services and administrative 
functions, thus freeing up valuable resources that can be used in other areas (Greenberg 
& Rosenheck, 2010; Osher et aI., 2003). According to Osher et al. (2003): 
Mechanisms for sharing the liability of housing high-risk offenders should 
be developed between housing providers, public mental health agencies, 
and correctional authorities because it is in no one's interest for these 
individuals to be homeless and isolated from services and treatment. 
(p.87) 
Collaboration and integration can also result in a reduction in unnecessary delays 
for medical care and a reduction in the unnecessary use of hospital emergency rooms as a 
place of primary medical care for these high-risk individuals (Greenberg & Rosenheck, 
2010; Weisman et aI., 2004). 
Research on the effects of collaboration and integration between service providers 
has shown positive client outcomes associated with obtaining and maintaining housing, 
access to health services, reductions in recidivism, and improvements in personal safety 
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and quality oflife (Buck et aI., 2011; Rosenheck et aI., 1998; Vogel et aI., 2007). 
According to Buck et ai. (2011): 
The activation of social services (shelter and housing, job training, and life 
skills counseling) and health services (primary health home with 
behavioral health care) in the framework of enhanced integrated care 
appears to decrease arrest rates (thus decreasing utilization of mental 
health services within the correctional system) and increase the possibility 
oftransitioning out of homeless ness. (p. 122) 
Rosenheck et ai. (2011) found that service system integration was significantly 
related to an improvement in the access of housing services and the achievement of 
independent housing. Hanrahan et ai. (2006) found that service integration improved 
individuals achieving employment. 
Transition Planning 
Homeless individuals, many suffering from mental illness and/or substance abuse, 
often struggle to reintegrate themselves into the community from institutional settings 
such as hospitals, jails, and prisons (Baillargeon et aI., 2010; Belcher, 1988; Herman et 
aI., 2011; Osher et aI., 2003). These vulnerable, high-risk, individuals often are in need 
of structured supports to help with their transition back into society (Belcher, 1988, 
Herman et aI., 2011). One of the most important, valuable, and essential areas where the 
linkage to support services are needed is when individuals transition from the correctional 
system, specifically the jail (Baillargeon et aI., 2010; Osher et aI., 2003). According to 
Baillargeon et ai. (2010), "without adequate planning and support, returning prisoners are 
unlikely to obtain community-based mental health treatment and other services in a 
52 
timely manner, placing them at high risk for decompensation, criminal behavior, and 
homelessness" (p. 368). The relatively short incarceration period and unpredictable 
timing of release are key elements for the importance of transition planning for these 
individuals (Baillarg~on et aI., 2010). Frequent and short-term incarceration can disrupt 
any social support and therapeutic services the individual may be receiving. Transition 
planning can assist with the linking the individual to community-based services. 
The linking ofthe individual to community-based services has been called 
discharge planning, aftercare, release planning, or transition planning (Baillargeon et aI., 
2010; Osher et aI., 2003). According to Osher et ai. (2003), "the AACP (American 
Association of Community Psychiatrists) recommends transition planning as the 
preferred term because transition both implies bidirectional responsibilities and requires 
collaboration among providers" (p. 82). Transition planning can be defined as the 
process of creating a continuum of care between the institutional service system and 
community-based service system for individuals with mental health or substance abuse 
treatment needs (Baillargeon et aI., 2010). The goal of transition planning is to reduce 
disruptive behavior in the community upon release from jail and also decrease the 
chances of recidivism (Osher et aI., 2003). 
Transition planning should begin at the time an incarcerated offender is identified 
as having a mental health or substance abuse disorder (Baillargeon et aI., 2010; Osher et 
aI., 2003). A core element of transition planning is to conduct an individualized 
assessment of the clinical and social needs of the individual (Baillargeon et aI., 2010; 
Buck et aI., 2011; Osher et aI., 2003). These clinical and social needs include the need 
for mental health and/or substance abuse treatment, psychiatric services and medication, 
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access to housing services, and re-instatement of benefits such as Medicaid and SSI 
(Buck et aI., 2011; Osher et aI., 2003; Wenzl ow et aI., 2011). An essential component of 
the assessment process is including the individual in assessing hislher own needs (Buck 
et aI., 2011; Osher et aI., 2003). An assessment ofthe individual's public safety risk 
should also be included in the transition planning process. After a thorough assessment 
has been completed, then a written release plan should be developed (Baillargeon et aI., 
2010). The written release plan should include the treatment and services required to 
address the individual's specific needs and should indicate the specific community-based 
providers responsible for providing the services needed upon release (Baillargeon et aI., 
2010). The release plan should address both the short-term and long-term needs of the 
individual (Osher et aI., 2003). The individual's most pressing, immediate needs should 
be addressed first (Osher et aI., 2003). Osher et al. (2003) suggests that every individual 
released from jail should have a photo ID and that if the individual did not have one prior 
to incarceration then the jail should assist in obtaining a photo ID for the individual. A 
photo ID is often a necessity when accessing community-based services. When 
individuals are released without a photo ID, it may dramatically reduce their access to 
services thereby creating high-risk situations for homelessness, untreated mental illness 
and substance abuse, and criminal behavior. 
In order for transition planning to be effective it requires information sharing, 
cooperation, and collaboration among all parts of the criminal justice and community-
based service systems (Osher et aI., 2003). Effective multi-agency cooperation and 
collaboration is essential in the efforts to break the cycle of recidivism, repeated service 
use, and promotes the recovery for individuals suffering from mental illness andlor 
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substance abuse (Baillargeon et aI., 2010; Vogel et aI., 2007). Wenzlow et ai. (2011) 
found that discharge planning characterized by extensive interagency collaboration had a 
positive impact on Medicaid enrollment for mentally ill individuals released from jail and 
reductions in recidivism rates among those with greater access to Medicaid. They also 
found increases in the use of Medicaid covered mental health services, such as mental 
health treatment and psychiatric medication management, for the recently released 
mentally ill individuals (Wenzl ow et aI., 2011). 
An example of a "best practice" approach to community reentry is the APIC 
model (Golder et aI., 2005; Osher et aI., 2003; Sung et aI., 2010). The APIC model 
stands for Assess, Plan, Identify, and Coordinate (Golder et aI., 2005; Osher et aI., 2003; 
Sung et aI., 2010). According to Golder et ai. (2005): 
The APIC model involves four sequential activities: assessing the inmate's 
psychological needs and public safety risks; planning for the inmate's 
treatment and service needs; identifying community and correctional 
programming for postrelease services; and coordination of the transitional 
plan to ensure continuity of services and prevent service gaps. (p. 120) 
The identification of the individual's needs and corresponding plan for accessing 
the various treatment or services needed creates a continuum of care for the individual. 
Case Management 
One of the most important elements in transition planning, as well as a multitude 
of community-based service programs is the use of case management, sometimes also 
referred to as wrap-around services (Baillargeon et aI., 2010; Buck et aI., 2011; Hartford 
et aI., 2007; Healey, 1999; Munetz & Griffin, 2006; Osher et aI., 2003; Perez et aI., 2003; 
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Sacks, Sacks, McKendrick, Banks, & Strommel, 2004). Case management strategies and 
practices can vary between agencies (Healey, 1999; Morse et aI., 1997; Osher et aI., 
2003). According to Healey (1999), "traditional case management consists ofa social or 
mental health worker who secures and coordinates continued social, mental health, 
medical, and other services for a client" (p. 1). Case management began to become a 
distinct service delivery model in the late 1960s and the early 1970's (Healey, 1999). 
Case management has been used to combat mental illness, substance abuse, 
homelessness, recidivism, and unemployment (Clark & Rich; 2003; Drake, O'Neal & 
Wallach, 2008; Healey, 1999; Morse et aI., 1997; Osher et aI., 2003; Perez et aI., 2003). 
An essential function of case management is to assist clients in accessing, 
obtaining, and participating in services designed to match the individual's specific needs 
(Clark & Rich, 2003; Morse et aI., 1997; Osher et aI., 2003; Perez et aI., 2003). Case 
managers have five sequential fundamental functions: an assessment of the client's 
various needs; the creation and development of an individualized service plan; linking the 
client to the appropriate services; continuous monitoring of the client's progress in the 
various services and progress towards achieving hislher goals; and advocating for the 
client when needed (Healey, 1999; P~rez et aI., 2003). These functions are common 
among the various systems, agencies and programs that utilize case management. 
Case management is ideally designed to be individualized to address the specific 
problems and issues unique for that individual (Clark & Rich, 2003; Healey, 1999; Morse 
et aI., 1997). The matching of services and interventions to the needs of the client 
produces greater effectiveness and efficiency (Clark & Rich, 2003; Golder et aI., 2005; 
Munetz & Griffin, 2006). The underlying assumption in case management is that if the 
56 
individual's needs, problems, or issues are addressed, then subsequent criminal behavior, 
homelessness, or disruptive behavior will be reduced (Golder et aI., 2005; Healey, 1999). 
Case management has been shown to produce positive reductions in symptoms of mental 
illness, substance use, and homelessness (Calsyn et aI., 2005; Drake et aI., 2008; Essock 
et aI., 2006; Martinez & Burt, 2006) 
Two common perspectives for the delivery of case management services include 
"strength-based" and "assertive" case management (Healey, 1999; Morse et aI., 1997). 
Strength-based case management involves identifying the strengths, abilities, and talents 
of the client and utilizes them in the treatment or service plan (Chapin, 1995; Healey, 
1999). The strength-based approach gives special attention to the strengths, abilities, and 
talents identified by the client (Chapin, 1995, Healey, 1999). According to Healey 
(1999), "assertive case management involves delivering services aggressively to the 
client, rather than passively offering services in a centralized office setting" (p. 2). 
Assertive community treatment often requires the case manager to seek out the client, 
wherever they may be, in the community for meetings and counseling (Healey, 1999). 
One common type or model of case management is broker case management 
(Healey, 1999; Morse et aI., 1997). Broker case management involves assessing the 
client's needs and arranging services from an assortment of service providers (Healey, 
1997; Morse et aI., 1997). According to Morse et ai. (1997): 
The philosophy of broker case management treatment is that clients will 
receive the necessary level of care from community-based providers, such 
as psychiatrists, day programs, therapists, and others, because broker case 
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managers can vary the mix and frequency of services for each client on an 
individual basis. (p. 498) 
Broker case management is a popular because of its low cost and high client-to-
staff ratios (Morse et al., 1997). A newer, more intensive, form of case management is 
being used in a treatment approach known as Assertive Community Treatment. 
Assertive Community Treatment 
The concept of assertive community treatment, or ACT, was developed over 30 
years ago by a group of mental health professionals at the Mendota Mental Health 
Institute in Wisconsin (Phillips et al., 2001; Test & Stein, 2000). This group of mental 
health professionals realized a significant number of severely mentally individuals were 
being released from inpatient care in stable conditions only to return to inpatient care 
after a brief period of time in the community, so they developed a new service delivery 
model to address these concerns (Phillips et al., 2001). In this new approach, a team of 
professionals would assume responsibility for the delivery of the services needed by the 
client, for as long as the services were needed (Phillips et al., 2001; Rosenheck & Dennis, 
2001; Test & Stein, 2000). These services would be assessable 24 hours a day (Coldwell 
& Bender, 2007; Phillips et al., 2001; Rosenheck & Dennis, 2001; Test & Stein, 2000). 
This was the beginning of what is now known as assertive community treatment. 
Assertive community treatment contains a multidisciplinary team of 
approximately 10 to 12 professionals from various fields such as psychiatry, nursing, 
social work, and criminal justice (Coldwell & Bender, 2007; Phillips et al., 2001). An 
assertive community team should be large enough to represent the all of the disciplines 
needed to address the individual's needs, but small enough to ensure that each member is 
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knowledgeable with all of the clients served by the team (Phillips et aI., 2001). Assertive 
community treatment teams should have a low staff-to-client ratio, such as a one to ten 
ratio (Lamberti et aI., 2004; Osher et aI., 2003; Phillips et aI., 2001). Members of the 
ACT team are often cross-trained in other's areas of expertise so they can be readily 
available when needed to assist and consult with the other members of the team regarding 
the client's progress and needs (Phillips et aI., 2001). A team approach is further 
entrenched through daily reviews of the client's status and collaborative planning of the 
team's daily activities (Phillips et aI., 2001). 
A unique aspect of the assertive community treatment approach is that the 
multidisciplinary team goes to the client in the community, rather than having the client 
come to a centralized location for services (Coldwell & Bender, 2007; Perez et aI., 2003; 
Test & Stein, 2000). This approach emphasizes providing practical assistance in the 
individual's natural environment (Phillips et aI., 2001; Rosenheck & Dennis, 2001; Test 
& Stein, 2000). According to Phillips et ai. (2001): 
Rather than teaching skills or providing services in clinical settings and 
expecting them to be generalized to 'real life' situations, services are 
provided in vivo-that is, in the settings and context in which problems 
arise and support or skills are needed. (p. 772) 
Test and Stein (2001) suggest that activities such as laundry upkeep are best 
taught in the Laundromat located in the client's neighborhood. Other examples include 
cooking skills learned on the client's oWl'! stove, assistance with shopping for groceries in 
the client's local grocery store, or developing the skills required to keep a room clean by 
learning those skills in the client's own residence (Test & Stein, 2001; Tsemberis, 1999). 
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Teaching these vital skills in the environment in which they will be used greatly benefits 
the client. 
The ACT approach doesn't specify specific service content or a set of 
interventions, but rather specifies a specific structure for services (Davis, Fallon, Vogel & 
Teachout, 2008; Phillips et aI., 2001). The ACT team members routinely collaborate 
with one another for the goal of integrating the client's various services and interventions 
(Phillips et aI., 2001). Case management is an essential part of the ACT model (Bond et 
aI., 2001; Lamberti et aI., 2004; Phillips et aI., 2001). The assertive community treatment 
team is responsible for the service delivery rather brokering services to other agencies 
(Phillips et aI., 2001:. Test & Stein, 2000; Tsemberis, 1999). The client's progress and 
response to the services and interventions are closely monitored so that they can be 
adjusted to meet the ever-changing needs ofthe client (Coldwell & Bender, 2007; Perez 
et aI., 2003; Phillips et aI., 2001; Rosenbeck & Dennis. 2001). The close monitoring and 
adjustment ofthe client's services and interventions allows for an individualized 
treatment approach. The ACT approach was originally designed to provide to provide 
services continuously without termination until the services are no longer needed 
(Lamberti et aI., 2004; Phillips et aI., 2001; Rosenbeck & Dennis, 2001). The unlimited 
time approach is necessary because the goal of the ACT team is to stabilize the client in 
the community and prevent re-institutionalization. 
Assertive cOllJIlunity treatment has been recognized as a "best practices" 
approach to address the needs of individuals with severe mental illness, but has also been 
utilized to assist other populations such as the homeless (Coldwell & Bender, 2007; 
Meisler, Blankertz, Santos & McKay, 1997). Research on the effectiveness of assertive 
60 
community treatment indicated the utilization of ACT has produced reductions in 
psychiatric hospitalizations, reductions in arrests and incarcerations, reductions in 
substance use, reductions in mental illness symptom severity, increases in housing 
stability, and improvements in the client's quality oflife (Coldwell & Bender, 2007; 
Lamberti & Weisman, 2004; Meisler et aI., 1997; Phillips et aI., 2001; Rosenheck & 
Dennis, 2001; Tsemberis, 1999). Coldwell and Bender (2007) found the use of ACT 
among mentally ill homeless individuals produced significant improvements in rates of 
homelessness and psychiatric symptom severity. Drake et ai. (1998) found individuals 
receiving ACT had improvements in measures of substance abuse and quality of life. 
Rosenheck and Dennis (2001) found individuals receiving ACT had increases in service 
utilization. Meisler et ai. (1997) found ACT use among homeless individuals with co-
occurring disorders experienced dramatic reductions in homelessness and psychiatric 
hospital use. Tsemberis (1999) found housing-retention rates of 85% for participants in a 
supported housing program utilizing ACT. 
Assertive community treatment is much more costly than the traditional case 
management approach (NAMI, 2007; Phillips et aI., 2001). The estimated cost of a 10 
member ACT team is $10,000-15,000 per client, per year (NAMI, 2007). This estimate 
does not include the cost of medication or housing. Hollingsworth and Sweeney (1997) 
found traditional, broker case management costs less than $1000 per year, per client. The 
cost-effectiveness of the ACT model must be evaluated by its ability to reduce future 
expenses. The goal of the ACT model is to prevent the future use of institutional 
services, including hospitalizations and incarcerations, therefore the costs associated with 
the ACT model are often less than the savings produced by the reductions in institutional 
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services (NAMI, 2007; Phillips et aI., 2001). Phillips et ai. (2001) found the ACT 
approach is more cost-effective in the long run than standard case management for 
individuals with mental illness and substance abuse disorders. The use of the ACT model 
can be adapted to various settings and populations. 
The ACT model has also been used with the criminal justice population (Davis et 
aI., 2008; Lamberti et aI., 2004; Lamberti & Weisman, 2004; Osher et aI., 2003). 
Forensic Assertive Community Treatment, or FACT, is a modified ACT model that is 
applicable to the criminal justice system (Lamberti et aI., 2004; Lamberti & Weisman, 
2004; Smith, Jennings & Cimino, 2010). According to Lamberti et ai. (2004), "the 
primary distinction between FACT and standard assertive community treatment lies in 
the extent to which the goals of preventing arrest and incarceration determine program 
structure and function" (p. 1289). Assertive community treatment programs often serve 
individuals with criminal justice system involvement and interact with criminal justice 
agencies, but it is primarily undertaken out of necessity instead of design (Lamberti et aI., 
2004). The FACT program requires participants to have a criminal history and places a 
priority on the treatment of mentally ill offenders (Lamberti et al., 2004; Smith et aI., 
2010). The criminal justice system is the primary source of referrals for the FACT 
programs (Lamberti et aI., 2004; Smith et aI., 2010). 
The FACT model merges the intensive service delivery common in assertive 
community treatment with the legal leverage that is associated with the criminal justice 
system (Lamberti et aI., 2004; Smith et aI., 2010). According to Lamberti et aI. (2004), 
"the combination of intensive service delivery and legal leverage represents a critical 
balance for persons who would otherwise be left at the mercy of untreated illness, streets, 
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and jails" (p. 1292). The FACT model commonly incorporates the use of supervised 
residential treatment, which is not part of the ACT model (Lamberti et aI., 2004; Smith et 
aI., 2010). The use of supervised structured housing may be a necessity to promote safety 
and residential stability for many mentally ill offenders (Lamberti et aI., 2004; Smith et 
aI., 2010). 
Project Link is a forensic assertive community treatment program established in 
1995 to prevent the arrest, incarceration, and hospitalization of individuals with severe 
mental illness (Lamberti et aI., 2004; Lamberti & Weisman, 2004; Lamberti et aI., 2001; 
Smith et aI., 2010). Project Link also promotes community reintegration for these 
offenders (Lamberti et aI., 2004; Weisman et aI., 2004). Project Link team members 
work closely with the various agencies of the criminal justice system, such as the police, 
jail staff, judges, probation and parole officers, and often advocates for the needs of the 
offender (Weisman et aI., 2004). Project Link works much like the ACT model in that it 
utilizes case managers and a team approach to link offenders to the appropriate services 
to prevent future recidivism and (Lamberti et aI., 2004; Smith et aI., 2010; Weisman et 
aI., 2004). According to Weisman et ai. (2004), "by creating these linkages between the 
local criminal justice, healthcare and community support services, the project integrates 
and delivers comprehensive treatment to enrolled patients" (p. 75). The integration of 
comprehensive treatment is based on the offender's specific needs that are identified by 
the multidisciplinary treatment team. 
Research on the effectiveness of F ACT programs has produced mixed results 
(Bond et aI., 2001; Davis et aI., 2008; Lamberti et aI., 2010; Lamberti et aI., 2004; 
Lamberti & Weisman, 2004; Smith et aI., 2010; Weisman et aI., 2004). Lamberti et ai. 
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(2010) found the use,offorensic assertive community treatment produced a reduction in 
the mean yearly jail days by 60 days, the mean yearly hospital days by 108 days, average 
number of arrests, and average number of incarcerations and hospitalizations. According 
to Weisman et ai. (2004), "during the first year of enrollment in Project Link, service 
utilization decreased significantly to a mean of 45.2 jail days per patient and a mean of 
18.2 hospital days per patient" (p. 82). Weisman et ai. (2004) found average yearly 
service costs per mentally ill patient before participating in Project Link was $73,878, but 
the yearly service costs diminished to $34,360 during the first year enrolled in Project 
Link. Smith et ai. (2010) found FACT programs produced improvements in abstinence, 
mental health, and quality of life for individuals suffering from co-occurring disorders. 
Smith et ai. (2010) found an arrest rate of only 5% over 7 years for those who had 
participated in the FACT program. Others have found differing levels of success for the 
FACT model and other programs that utilize similar practices. Bond et ai. (2001) found a 
re-arrest rate of20% for those utilized ACT. Solomon and Drake (1995) found a 56% 
higher rate of re-arrest for individuals who received FACT services. 
Housing Services 
Another area that has produced a "best practices" approach is the use of supported 
housing programs for chronically homeless individuals (Martinez & Burt, 2006; 
Rosenheck, Kasprow, Frisman & Liu-Mares, 2003; Tsai et aI., 2010). Supported housing 
programs have been around for the past 30 years. The primary goal of supported housing 
programs is to provide permanent, independent housing and case management services to 
the chronically homeless (Tsai et aI., 2010). According to Hickert and Taylor (2011), 
"supportive housing refers to models that provide housing with wrap-around services, 
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such as case management, medication management, or clinical services" (p. 137). 
Supportive housing utilizes a team approach, including case management services, to 
identify the individual's services needs and provides linkages to the appropriate services 
(Hickert & Taylor, 2011; Martinez & Burt, 2006; Rosenheck et aI., 2003). 
Prior research on supportive housing indicates supportive housing produced 
positive results in many different areas, including emergency services usage, jail 
involvement, hospitalization, and housing retention (Hickert & Taylor, 2011; Martinez & 
Burt, 2006; Tsai et aI., 2010). Martinez and Burt (2006) found individuals with any 
emergency department visits declined from 53% to 37% between the year prior to 
enrolling in supportive housing and the 1 st year in supportive housing. They also found 
the number of emergency department visits also decreased 56% from 457 to 202 
(Martinez & Burt, 2006). Martinez and Burt (2006) also found evidence of a significant 
reduction in the percentage of individuals admitted to inpatient services with reductions 
from 19% to 11 %. They were also able to find high rates of residential stability among 
homeless individuals with co-occurring disorders for those who participated in supportive 
housing programs (Martinez & Burt, 2006). Hickert and Taylor (2011) found relatively 
high residential stability (67%) for individuals utilizing supportive housing. They also 
found for those involved in the jail system, the average number of days in jail decreased 
from 71 days to 44 days during the 1 year prior to receiving supportive housing services 
and the 1 year follow up after initiating services (Hickert & Taylor, 2011). Increases 
were found in the frequency of participation in substance abuse treatment programs 
(Hickert & Taylor, 2011). 
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Supportive housing programs are a relatively expensive treatment option (Hickert 
& Taylor, 2011; Martinez & Burt, 2006; Rosenheck et al., 2003). Supportive housing has 
been found to increase housing retention, decrease chronic homelessness, and reduce 
costly institutional services. Although the cost of supportive housing is high, the 
financial savings it produces often offset the cost of the program (Hickert & Taylor, 
2011; Martinez & Burt, 2006; Rosenheck et al., 2003). 
Another approach to reducing chronic homelessness is Housing First (Gulcur, 
Stefancic, Shinn, Tsemberis & Fischer, 2003; Hickert & Taylor, 2011; Larimer et al., 
2009; Tsemberis, 1999). Housing First programs have traditionally targeted homeless 
individuals with mental illness and co-occurring disorders (Larimer et al., 2009). 
Housing First is similar to supportive housing, but it removes the requirement that the 
individual must be participating in treatment and remain drug and alcohol free in order to 
continue in the program (Gulcur et al., 2003; Hickert & Taylor, 2011; Larimer et al., 
2009; Tsemberis, 1999). Although Housing First programs do not require treatment or 
abstinence, these programs typically have case managers that engage the clients regarding 
substance use treatment and help clients develop life goals (Gulcur et al., 2003; Larimer 
et ai., 2009). Unlike many supportive housing programs, many individuals in Housing 
First programs are not at risk for losing their residence if they temporarily return to a 
more restrictive, institutional setting (Larimer et al., 2009, Tsemberis, 1999). If a client 
temporarily needs a higher level of care, the Housing First program will hold their 
apartment for the duration of their inpatient treatment (Tsemberis, 1999). This 
guarantees the individual a place to go upon release from inpatient services. 
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Prior research on the utilization of Housing First programs has found reductions 
in alcohol and drug use, decreases in emergency room visits, and improvements in 
housing retention (Gulcur, et aI., 2003; Hickert & Taylor, 2011; Larimer et aI., 2009; 
Tsemberis, 1999). The cost of operating a Housing First program is often offset by the 
reduction of cost associated with the reduction in institutional services (Hickert & Taylor, 
2011; Larimer et aI., 2009; Tsemberis, 1999). Martinez and Burt (2006) estimated 
reductions of institutional services for 1 year translated into a savings of $1 ,300 per 
person for those moving into a housing program. 
The various programs identified as "best practices" or "what works" with 
homeless individuals with mental illness and substance abuse have some common themes ' 
running throughout these various programs. One common theme is belief that 
individuals suffering from homelessness, mental illness, substance abuse, and co-
occurring disorders should not be incarcerated do to their illness, as a means of social 
control, or as the primary way to provide therapeutic services for this population 
(Hartford et aI., 2007; Steadman & Napels, 2005). A common belief is that these 
individuals are better served by community-based services and that the disruption 
produced by incarceration can further entrench the individual in the continuous cycle 
between institutions and the street (Broner et aI., 2004; Hartford et aI., 2007; Munetz & 
Griffin, 2006; Perez et aI., 2003; Siegel, 2009; Steadman & Naples, 2005). 
Another theme is the utilization of case management services to effectively 
address the individual's specific needs and link the individual to services that will prevent 
recidivism, re-institutionalization, homelessness, or address any ofthe other numerous 
needs ofthe individual (Baillargeon et aI., 2010; Buck et aI., 2011; Hartford et aI., 2007; 
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Healey, 1999; Perez et aI., 2003; Sacks et aI., 2004). A third common theme is the issue 
of interagency collaboration and the integration of services. Many of these individuals 
have multi-system needs that cannot be addressed efficiently and effectively by the sole 
use of the criminal justice, mental health, or social support services. The needs of many 
of these clients are so vast that it requires the collaboration and integration of services to 
address the underlying issues that will prevent them from becoming further entrenched in 
the criminal justice system. The use of ACT, FACT, Supportive Housing, and Housing 
First services are evidence of the collaborative workings to integrate services to better 
meet the client's needs. 
Social Capital 
Jackson Toby developed the concept of "stakes in conformity" in 1957 (VoId et 
aI., 2002). Stakes in conformity relate to how much someone has to lose if they break the 
law (VoId et aI., 2002). Increased stakes in conformity often produce increased social 
capital, in so doing reducing the likelihood of breaking the law (Chriss, 2007; Williams & 
McShane, 2010). According to Oliveira and Burk (2009), "social capital refers to 
positions and relationships in groupings and social networks, including memberships, 
network ties, and social relations that enhance an individual's access to opportunities, 
information, material resources, and social status" (p. 159). The more the individual is 
committed and involved in these various programs and services, the more social capital is 
created (Chriss, 2007; Garcia & McDowell, 2010). 
Accumulating social capital strengthens conventional behavior and reduces the 
likelihood of deviant behavior (Siegel, 1999). Social capital involves bonds to pro-social 
entities in society. These pro-social connections help the individual maintain conformity; 
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follow social norms, and laws (Chriss, 2007; Shoemaker, 2009). Individuals build social 
capital through their activities and interactions with others (Stablein, 2011). According to 
Oliveria and Burke (2009), "personal contacts and networks are sources of social capital 
used to find jobs, get apartments, locate daycare, and find reliable medical care" (p. 159). 
The use of collaborative, integrated programs, such as case management, counseling, and 
housing programs, have the opportunity to produce social capital and in doing so 
potentially insulating the individual against institutionalization (Rosenheck et aI., 2001; 
Siegel, 2009). 
An individualized approach that attempts to address the client's needs, which the 
client helps identify, can produce stakes in conformity or social capital (Garcia & 
McDowell, 2010; Whitley, R & McKenzie, 2005). According to Garcia and McDowell 
(2010), "an accumulation or at least the preservation of social capital is the foundation for 
willingness to participate in social exchanges" (p. 98). If the individual has input in 
identifying his/her needs, then there is often more of a commitment from the individual to 
participate and have a sense of connection, or ownership, in the process (Leung, 2011). 
This process can develop social capital. The use of multi-disciplinary treatment teams 
working with homekss individuals to secure housing, access therapeutic services, re-
instate medical and social benefits are creating opportunities to develop and grow social 
capital among the homeless mentally ill (Coldwell & Bender, 2007; Garcia & McDowell, 
2010; Lamberti & Weisman, 2004; Meisler et aI., 1997). 
Services such as case management, assertive community treatment, and housing 
programs are designed to address the individual's needs, thereby reducing the likelihood 
of the individual requiring more intensive institutional services (Coldwell & Bender, 
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2007; Lamberti & Weisman, 2004; Meisler et aI., 1997; Phillips et aI., 2001; Rosenheck 
& Dennis, 2001; TSE.rnberis, 1999). By keeping the individual in the community and out 
of institutions, the individual is able maintain his or her connections and participation in 
community-based services (Garcia & McDowell, 2010). The individual is able to remain 
tied to various community-based services designed to help the individual adapt and 
follow the social norms of society. 
The Present Study 
The process of deinstitutionalization has produced a major change in the way 
individuals with mental illness and substance abuse are provided treatment (Lurigio, 
2001). The use of long-term psychiatric hospitalizations is no longer the preferred 
method of treatment Community-based treatment is considered the "best practices" 
approach for providing treatment to this population. However, community-based 
treatment and care of these individuals is not without complications. The increased 
number of de institutionalized individuals with mental illness and substance abuse 
produced an exorbitant strain on an already underfunded and underdeveloped 
community-based treatment system. This financial strain resulted in many individuals 
not receiving the treatment and care they needed. Many individuals became homeless, 
whether as a direct or indirect result of their disability. The homeless, many with mental 
illness and substance abuse, have become increasing frequent users of the criminal justice 
system. Research suggests that through the practice of deinstitutionalization, we have 
shifted the focus of care to the criminal justice system. Evidence of the disproportionate 
arrest and incarceration rates for this group further suggests there has been an increase in 
criminalization for those who are homeless, mentally ill or addicted to drugs and alcohol. 
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Institutionalizing these individuals in jails and prisons is extremely costly, thus 
promoting an increased movement to remove these individuals from correctional 
facilities. The criminal justice system cannot effectively treat these individuals without 
the assistance from multiple service systems. Several programs show promise for 
providing services that can reduce future recidivism, incarceration, and hospitalization for 
the homeless suffering from mental illness and substance abuse. These programs include 
the use of case management, assertive community treatment, and permanent housing 
programs. One important component of these programs is the increased reliance on 
collaboration and integration of services to effectively and efficiently address the needs 
of the individual. The ability for the individual to be connected to a multitude of services 
and programs aimed at keeping the individual in the community can produce social 
capital and strengthen the individual's stakes in conformity. 
The current study examines the impact of various community-based services on 
the institutionalization of homeless individuals with mental illness and/or substance 
abuse. The current study tests four hypotheses focusing on the issues of on the issues of 
incarceration and hospitalization. The hypotheses for the current research study include: 
Hypothesis 1: The utilization of community-based services will decrease the number of 
admissions to jail. 
Hypothesis 2: The utilization of community-based services will decrease the number of 
admissions to Central State Hospital. 
Hypothesis 3: The utilization of community-based services will decrease recidivism. 
Hypothesis 4: Increases in the number of days homeless will increase recidivism. 
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This current research study adds to the literature by analyzing the utilization of 
various types of community-based mental health, substance abuse, physical health, and 
housing services impact on the frequency of incarceration and hospitalization for 
homeless individuals with substance abuse and mental illness. Previous studies have 
incorporated some of these topics, but the current study provides an all encompassing 




The current study examines the link between the institutionalization of homeless 
individuals and various aspects of service utilization. The research focuses on whether 
participation in various therapeutic, medical, and housing programs have an influence on 
recidivism, number of admissions to jail, and the number of admissions for psychiatric 
hospitalization. 
Sampling and Procedures 
The current study uses the previously collected, Institutional Review Board (IRB) 
approved, administrative data collected by the faculty in the University of Louisville' s 
Kent School of Social Work. Permission to use the existing data source was obtained by 
the principle investigator in the original study. The current study does not require the 
collection of additional data. This research study examines hypotheses not evaluated in 
the initial research study. 
The current research study was submitted to the University of Louisville's 
Institutional Review Board for approval. Although this research does not include the 
actual participation of human subjects, it does involve information regarding human 
subject's service use patterns. The current study followed the Institutional Review Board 
Human Subjects Protection Program. All appropriate measures were taken to ensure 
confidentiality, integrity, protection, and anonymity ofthe subject's information. The 
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current study does nd contain any identifiable information in the data set that can be 
linked to a specific individual subject. The current study is low risk and there are no 
foreseeable human subject consequences from this study. The current study qualified for 
an expedited review from the IRB. 
Data for this study were taken from secondary administrative data collected 
previously for Barber et al.'s (2008) "Cost of Homelessness in Metropolitan Louisville" 
study. Barber's original study identified homeless individuals by contacting various 
residential service providers for the homeless population in Louisville, KY. The original 
study gathered the social security numbers, demographic data, and the number of days 
each client used various homeless housing programs during 2004 and 2005. The data 
were entered into an 'electronic data file coded by the individual's social security number. 
Barber et al.'s (2008) original study combined the homeless data with service use 
and cost data from seven other agencies: Louisville Metro Corrections, Kentucky 
Department of Corrections, Seven Counties Services, the Healing Place, Central State 
Hospital, Phoenix Health Center, and the University of Louisville Hospital. The original 
research team contacted each agency regarding the sharing of client data. Each agency 
also approved the study through its own IRB and Health Insurance Portability and 
Accountability Act (HIP AA) review group. The original research team met with a 
programmer from each agency who identified the data items needed for the study. The 
original research team provided the agency programmer with the homeless electronic 
data file. The agency programmer electronically identified any homeless person who had 
utilized the agency's services during 2004 and 2005. The service use and cost 
information was merged with the homeless data file and the social security numbers and 
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birth dates were deleted from the new file. The new data file only contained a random 
identification number and no identifying information for the individual. This same 
process was repeated with all of the agencies. Once all the data were gathered and 
merged into one electronic data file, the Social Security number was deleted and a 
random identification number was assigned to each case. The original study included 
7,180 cases. 
The current study sanlple (n=7,180) consists of homeless individuals living in 
Louisville, KY between 2004 and 2005. An individual was identified as being homeless 
if he or she had utilized a homeless housing assistance program. The sample was drawn 
from homeless individuals who had utilized a housing assistance program during 2004 
and 2005. These housing assistance programs included emergency shelters, transitional 




Three dependent variables will be used for this study. These dependent variables 
include recidivism, number of admissions to jail, and the number of admissions to 
Central State Hospital. Prior research evaluating the effectiveness of "best practices" 
programs, such as assertive community treatment, supportive housing, and case 
management, have often examined the ability of these programs to reduce admissions to 
jail and psychiatric hospitals (Coldwell & Bender, 2007; Lamberti & Weisman, 2004; 
Meisler et aI., 1997; Phillips et aI., 2001; Rosenheck & Dennis, 2001; Tsemberis, 1999). 
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Recidivism 
The dependent variable of "recidivism" focuses on whether the individual 
recidivated during 2004 and 2005. For the purpose of this proposed research proposal, 
recidivism is defined as whether the individual was re-admitted to Louisville Metro 
Department of Corrections once released. Ifthe individual had an additional admission 
to jail, then the individual will be considered as having recidivated. Recidivism is 
operationalized as a dichotomous variable. A dichotomous variable is a descriptor that 
can be divided into two discrete values (Champion & Hartley, 2010). Recidivism is 
coded as 1 if the individual recidivated and 0 if the individual did not recidivate. 
Number of Admissions to Jail 
The dependent variable of "number of admissions to jail" examines the frequency 
of admission to Louisville Metro Department of Corrections during 2004 and 2005. The 
number of admissions to jail was provided through administrative data by the Louisville 
Metro Department of Corrections. The dependent variable "number of admissions to 
jail" is a continuous variable1• A continuous variable is defined as any quantity or 
phenomena that can have an unlimited number of values (Champion & Hartley, 2010). 
The dependent variable "number of admissions to jail" is measured at the ratio level of 
measurement. Variables measured at the ratio level are sequenced in some order, have 
equal spacing between units, and have an absolute zero point (Champion & Hartley, 
2010). This variable is operationalized as the individual's actual numerical number of 
admissions to Metro ':orrections during 2004 and 2005. 
1 The variable "number of admissions to jail" will be examined to see if it is normally distributed and will 
be checked for skewness and kurtosis. If the "number of admissions to jail" has issues with skewness and 
kurtosis, then the variable will be transformed using the square root of the measure to reduce the skewness 
and kurtosis. 
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Number of Admissions to Central State 
The dependent variable of "number of admissions to Central State Hospital" 
examines the frequency of admission to the Central State Hospital for psychiatric 
inpatient hospitalization. The numbt:r of admissions to Central State Hospital was 
provided through administrative data by Central State Hospital. The dependent variable 
"number of admissions to Central State Hospital" is a continuous variable2• The 
dependent variable "number of admissions to Central State Hospital" is measured at the 
ratio level of measurement. This variable is operationalized as the individual's actual 
numerical number of psychiatric inpatient admissions to Central State Hospital during 
2004 and 2005. 
Independent Variables 
This study includes independent variables focusing on demographics, type of 
treatment service, type of housing program, frequency of medical service, length of 
homelessness, and various disorders. These independent variables have been shown to 
potentially have an influence on recidivism, incarceration, and admission to psychiatric 
hospitals. 
Demographic Variables 
This study includes three demographic independent variables. These independent 
variables include "age," "race," and "sex." The variable "age" relates to the individual's 
chronological age. The variable "age" is a continuous variable and is measured at the 
ratio level of measurement. "Age" is operationalized as the individual's numerical age. 
2 The variable "number of admissions to Central State Hospital" will be examined to see if it is normally 
distributed and will be checked for skewness and kurtosis. If the "number of admissions to Central State 
Hospital" has issues with skewness and kurtosis, then the variable will be transformed using the square root 
of the measure to reduce the skewness and kurtosis. 
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The independent variable of "race" relates to the individual's identified racial category as 
indicated through the administrative data. The original data file included the multiple 
racial categories, including white, black, Hispanic, and other, and was measured at the 
nominal level. The variable of "race" typically involves multiple racial categories 
measured at the nominal level, but for the current study the variable of "race" is recoded 
into a dummy variable. The study operationalized "race" as 1 =Black and O=all others
3
. 
The independent variable of "sex" is defined as the client's sex identified through the 
administrative data. The variable "sex" is a dichotomous variable measured at the 
nominal level. For the purpose oftht! current study, the variable "sex" is recoded into a 
dummy variable and is operationalized as 1 =male and O=female. 
Length of Homelessness 
The study includes an independent variable that addresses the individual's 
combined length of homeless ness during 2004 and 2005. Information regarding the 
number of days homeless was provided by the various homeless shelters. Each shelter 
provided the number of days the individual utilized their services. This variable is a 
continuous variable and is measured at the ratio level of measurement. The measure 
"number of days homeless" is operationalized as the actual number of days the individual 
was identified as being homeless during 2004 and 2005. 
Frequency of Medical Services 
The study includes three measures regarding the frequency of medical services. 
The independent var~able "Phoenix Health Center days of service" relates to the 
frequency of service at the Phoenix Health Center during 2004 and 2005. Phoenix Health 
3 Blacks are overrepresented in the criminal justice system. Race was coded 1 =Black because the majority 
of the hypotheses related to involvement with the criminal justice system. 
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Center provided administrative data on the number of days a respondent accessed 
services. This variable is a continuous variable and is measured at the ratio level of 
measurement. The measure "Phoenix Health Center days of service" is operationalized 
as the actual numerical days of service at the Phoenix Health Center during 2004 and 
2005. 
The independent variable "University Hospital length of stay" refers to the total 
number of days the individual stayed at the University of Louisville Hospital during 2004 
and 2005. University Hospital provided administrative data on the length of stay for each 
individual. This variable is a continuous variable and is measured at the ratio level of 
measurement. 
The independent variable "Healing Place length of stay" refers to the total number 
of days the individual stayed at the Healing Place during 2004 and 2005. The Healing 
Place provided administrative data on the length of stay for each individual. This 
variable is a continuous variable and is measured at the ratio level of measurement. 
Treatment Service Type 
This study examines different treatment service modalities provided by Seven 
Counties Services and Phoenix Health Center. These three treatment types include 
counseling, case management, and day treatment programs. Two measures relate to 
counseling. The measures "Seven Counties Services counseling" and "Phoenix Health 
Center counseling" refer to whether or not the individual received counseling services 
through Seven Counties Services and Phoenix Health Center during 2004 and 2005. For 
the purpose of the study, these two variables are dummy variables and are operationalized 
as 1 =yes and O=no. The measures "Seven Counties Services case management" and 
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"Phoenix Health Center case management" refer to whether or not the individual received 
case management services through Seven Counties Services and Phoenix Health Center 
during 2004 and 2005. For the purpose of the study, these two variables are dummy 
variables and are operationalized as 1 =yes and O=no. The independent variable of 
"Seven Counties Services day treatment" relates refers to whether or not the individual 
received day treatment services through Seven Counties Services during 2004 and 2005. 
For the purpose ofthe study, the variable "Seven Counties day treatment" is recoded into 
a dummy variable and is operationalized as 1 =yes and O=no. 
Type of Housing Service 
This study has three measures related to the type of housing service the individual 
received in during 2004 and 2005. The administrative data provided to the original study 
identified three diffelent types of housing programs for the homeless. These included 
emergency services, transitional housing, and permanent housing. These three 
independent variables are "emergency shelter," "transitional shelter," and "permanent 
housing." For the purpose of the study, these three housing measures are dummy 
variables and are operationalized as 1 =yes and O=no. 
Disorders 
The current study uses three independent variables that relate to the issue of 
disorders. The administrative data provided to the original research study identified 
individuals in the data set that were diagnosed as having either mental illness, substance 
abuse, or severe mental illness/co-occurring condition. Agencies such as Seven Counties 
Services, Central State Hospital, Phoenix Health Center or UofL Hospital were 
responsible for the determination whether the individual met the diagnostic criteria for 
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the various disorders. This proposed research study uses the variables "less serious 
mental illness," "substance abuse," and "severe mental illness/co-occurring condition" to 
relate to the various forms of disorders often found among the homeless population. For 
the purpose ofthe study, the three disorders measures are dummy variables and are 
operationalized as 1 =yes and O=no. 
Analysis Plan 
The first step of the analysis is to examine the univariate statistics for each 
measure. This step involved using the Statistical Package for the Social Sciences (SPSS) 
to measure the mean, standard deviation, skewness, kurtosis, and the range each of 
variables included in the study. The mean is most commonly reported measure of central 
tendency (Champion & Hartley, 2010; Weinbach & Grinnell, 2004). The mean is the 
mathematical average of the scores in the distribution (Abu-Bader, 2006). The range is 
the distance that encompasses all the values within the distribution (Weinbach & 
Grinnell, 2004). The range will provide the minimum and maximum values for the 
distribution (Abu-Bader, 2006). Standard deviation is the square root of the variance and 
is the most frequently used measure of variability (Champion & Hartley, 2010). The 
standard deviation indicates how closely scores cluster around the mean (Abu-Bader, 
2006). The larger the standard deviation, the more dispersed the scores are from the 
mean (Monette, Sullivan & Dejong, 2008). Scores that are normally distributed should 
resemble a bell shaped curve. For scores that are normally distributed, 68.26% of the 
scores fall within ±1 standard deviations of the mean, 95.46% of the scores fall within ± 2 
standard deviations of the mean, and 99.72% of the scores fall within ± 3 standard 
deviations of the mean (Monette et aI., 2008). 
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A distribution is considered normal if it is not asymmetrical (Abu-Bader, 2006). 
The mean is not in the center of an asymmetrical, or skewed, distribution (Abu-Bader, 
2006; Weinbach & Grinnell, 2004). Skewness indicates whether the majority of the 
scores are clustered at one end ofthe distribution (Abu-Bader, 2006). An asymmetrical 
distribution can be positively skewed or negatively skewed. A positively skewed 
distribution is skewed to the right and a negatively skewed distribution is skewed to the 
left (Champion & Hartley, 2010; Weinbach & Grinnell, 2004). A symmetric normal 
distribution has a skewness value of 0 (Abu-Bader, 2006). A skewness score ofless than 
3 has been found to be acceptable (Kline, 2005). Kurtosis measures whether the shape of 
the distribution is too peaked or too flat (Abu-Bader, 2006; Champion & Hartley, 2010). 
Platykurtosis, mesokurtosis, and leptokurtosis are the three types of kurtosis (Champion 
& Hartley, 2010). Distributions that appear flat are known as platykurtosis (Champion & 
Hartley, 2010). Mesokurtosis is when there is a bulging distribution without smoothly 
tapering tails (Champion & Hartley, 2010). Leptokurtosis is when the distribution curve 
is extremely peaked near the center of the distribution (Champion & Hartley, 2010). A 
normal distribution would have a kurtosis value of 0 (Abu-Bader, 2006). A kurtosis 
value of less than 10 has been found to be acceptable (Kline, 2005). 
Step two of the analysis involves the use of bivariate analysis to examine the 
correlation between two variables. A correlation is an association between two or more 
variables (Champion & Hartley, 2010). Correlations will indicate the direction and 
strength of the relatiunship between two variables (Abu-Bader, 2006). Correlations range 
between -1 (a perfect negative association) to + 1 (a perfect positive association) and a 
correlation of 0 means there is no association between the variables (Champion & 
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Hartley, 2010). The closer to correlation is to + 1 or -1, the stronger the association 
between the variables. Correlations are considered statistically significant if the 
correlation produces a p-value of .05 or below (Abu-Bader, 2006; Champion & Hartley, 
2010). Champion & Harley (2010) suggest correlations of ± .30 are considered strong 
among criminological literature. 
Step three of the analysis plan involves multivariate data analysis. According to 
Abu-Bader (2006), "multivariate statistics examine the relationship among multiple 
independent variables and one dependent variable, or among multiple independent 
variables and multiple dependent variables" (p. 423). Ordinary least squares (OLS) 
regression and logistic regression will be used to conduct the multivariate analysis. 
There are several underlying assumptions for OLS. The first assumption is 
related to the measurement of the dependent and independent variables. OLS regression 
requires a continuous dependent variable measured at the interval or ratio level of 
measurement (Abu-Bader, 2006; Champion & Hartley, 2010; Menard, 2002). The 
independent variables in OLS need to be interval, ratio, or dichotomous (Abu-Bader, 
2006; Menard, 2002). A second assumption ofOLS is that no irrelevant independent 
variables have been excluded from the model and that no irrelevant independent variables 
have been included in the model (Champion & Hartley, 2010; Menard, 2002). In OLS, 
the relation between the independent and dependent variables is linear (Champion & 
Hartley, 2010; Menard, 2002). A third assumption ofOLS is that the expected value of 
the error is 0 (Champion & Hartley, 2010; Menard, 2002). The fourth assumption of 
OLS is that the variance of the error term is constant for all values of the independent 
variables (Abu-Bader, 2006; Menard, 2002). A fifth assumption of OLS is that the errors 
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are normally distributed about the regression line for all values of the independent 
variables (Champion & Hartley, 2010; Menard, 2002). The sixth assumption ofOLS is 
that there is no autocorrelation among errors (Champion & Hartley, 2010; Menard, 
2002). The seventh assumption of OLS is that the error terms are uncorrelated with the 
independent variables (Abu-Bader, 2006; Menard, 2002). The eighth assumption of OLS 
is that there is no perfect multicollinearity. 
Multicollinearity occurs when more than two variables are highly correlated with 
one another (Champion & Hartley, 2010). These highly correlated variables are basically 
measuring the same thing, so it is difficult to determine the true association and impact of 
the variables. The two main options to identify multicollinearity problems in SPSS are 
Tolerance and Variance Inflation Factor Scores (VIF). According to Champion & 
Hartley (2010), "tolerance shows how much of the variance of an independent variable is 
not independent on other independent variables" (p. 398). The tolerance score ranges 
from 0 to 1. The closer the score is to 1, the more independence the variable has in the 
research model (Champion & Hartley, 2010). A score closer to 0 reflects a 
multicollinearity issue. The consensus is that if a variable has a Tolerance score below 
.20 then there is a multicollinearity problem (Field, 2009; Menard, 2002). The VIF score 
indicates if there is an issue with multicollinearity, as well as which of the other 
independent variables are collinear (Champion & Hartley, 2010). The VIF score will 
also reveal the severity of the multicollinearity problem. The VIF scores range from 1 to 
infinity, with the larger the VIF score the more severe the multicollinearity problem 
(Champion & Hartley, 2010). A VIF score below 10 indicates there is no problem with 
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multicollinearity, but a score of 10 or more signifies a multicollinearity issue (Field, 
2009). 
OLS regression will be used for the analysis ofthe independent variables on the 
dependent variables "number of admissions to jail" and the "number of admissions to 
Central State Hospital." Ordinary least squares regression will be used because these 
dependent variables meet the assumptions for OLS regression. 
Dichotomous dependent variables violate the basic assumptions of linearity in 
OLS regression; therefore, an alternative regression technique will be used (Champion & 
Hartley, 2010; Field, 2009, Hair, Black, Babin & Anderson, 2010; Menard, 2002). 
Logistic regression is a type of analytical technique that can be used when the dependent 
variable is dichotomous (Champion & Hartley, 2010, Hair et aI., 2010, Menard, 2002). 
Logistic regression allows for the analysis of continuous and dichotomous independent 
variables and a binary categorical dependent variable (Champion & Hartley, 2010; Field, 
2009, Hair et aI., 20) 0; Menard, 2002). 
Logistic regression shares some of the same assumptions as OLS. Similar logistic 
regression assumptions include all relevant variables be included, no irrelevant variables 
have been included in the model, the error terms are assumed to be independent, and 
there can be no perfect multicollinearity (Champion & Hartley, 2010). Logistic 
regression also includes differing assumptions from OLS. Logistic regression does not 
assume a linear relationship exists between the independent variables and the dependent 
variable (Champion & Hartley, 2010, Field, 2009; Menard, 2002). The dependent 
variable does not need to be normally distributed for logistic regression (Champion & 
Hartley, 2010; Hair et aI., 2010). Issues ofheteroscedasticity do not come into play in 
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logistic regression (Champion & Hartley, 2010; Hair et aI., 2010). Logistic regression is 
specifically designed to predict the probability of an event occurring (Champion & 
Hartley, 2010; Hair et aI., 2010). 
Collinearity can occur when using logistic regression (Champion & Hartley, 
2010; Field, 2009, Menard, 2002). Multicollinearity can be detected by performing an 
OLS regression for the measures used in the logistic regression model (Champion & 
Hartley, 2010; Field, 2009; Menard, 2002). The OLS regression results are not 
appropriate for explanation of logistic regression model, but the collinearity diagnostics 
are appropriate for determining multicollinearity (Champion & Hartley, 2010; Field, 
2009; Menard, 2002). Menard (2002) suggested that tolerance scores can be used to 
detect multicollinearity among the independent variables in logistic regression models. 
Tolerance scores below .20 indicate multicollinearity problems in the logistic regression 
model (Field, 2009). 
Logistic regression is used for the analysis of the independent variables on the 
dependent variable of Recidivism. Logistic regression is used because recidivism is a 
binary categorical dependent variable. The binary dependent variable, recidivism, only 
has values of 0 (no) and 1 (ye's); therefore logistic regression is appropriate for this study. 
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CHAPTER IV 
RESULTS AND DISCUSSION 
The analysis of the data took place in three steps. The first step involves the 
analysis and discussion of the descriptive statistics for all measures. The second step is 
the analysis and discussion of the bivariate correlations for all measures. The third step is 
the presentation and interpretation of the regression analysis. 
Step!: Descriptive Statistics 
This study examines the link between institutionalization of homeless individuals 
and various aspects of service utilization. The research focuses on whether participation 
in various therapeutic, medical, and housing programs have an influence on recidivism, 
number of admissions to jail, and the number of admissions for psychiatric 
hospitalization. Table 1 presents the mean, standard deviation, skewness, kurtosis, and 
minimum and maximum values for all measures. Upon the initial review of the 
descriptive statistics, it was determined that several of the measures would need to be 
transformed due to issues of skewness and kurtosis. The number of days homeless, 
number of admissions to jail, number of admissions to Central State Hospital, Phoenix 
Health Center days of service, Healing Place total length of stay, and University Hospital 
length of stay were all positively skewed and had kurtosis values over 10. A square root 
transformation was used on these variables to normalize their distribution4• The square 
4 A square root transfonnation is considered the most common method of reducing moderate skewness and 
kurtosis (Abu-Bader, 2006) 
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root transformation reduced the skewness and kurtosis to acceptable levels for all 
variables except the number of admissions to Central State Hospital. 
Table 1 
DescriQtive Statistics for All Measures 
Measure M SD Skew Kurtosis Min. Max 
Age 43.01 10.79 -0.04 -0.24 18 84 
Sex (1=Ma1e) 0.77 0.42 -1.28 -0.35 0 
Race (1 =Black) 0.36 0.48 0.57 -1.68 0 
Number of Days Homeless* 5.32 4.94 1.86 3.81 30.41 
Emergency Shelter User 0.45 0.50 0.19 -1.94 0 
Transitional Shelter User 0.53 0.50 -0.14 -1.98 0 
Permanent Housing User 0.01 0.11 8.81 75.74 0 
SMIICo-Occurring Condition 0.20 0.40 1.48 0.20 0 
Substance Abuse 0.15 0.36 1.99 1.96 0 
Less Serious Mental Illness 0.06 0.23 3.90 13.20 0 
Phoenix Health Center User 0.46 0.5 0.15 -1.98 0 
PHX Days of Service* 1.06 1.5 1.98 5.75 0 15.03 
PHX Case Management 0.09 0.29 2.87 6.24 0 
PHX Counseling 0.11 0.32 2.47 4.09 0 
Seven Counties User 0.23 0.42 1.25 -0.43 0 
SCS Case Management 0.05 0.22 4.07 14.63 0 
SCS Counseling 0.17 0.37 1.79 1.22 0 
SCS Day Treatment 0.16 0.37 1.8 1.26 0 
Healing Place User 0.15 0.36 1.91 1.66 0 
Healing Place Total Length of Stay. 0.37 0.95 2.68 6.93 0 6.78 
University Hospital User 0.35 0.48 0.61 -1.63 0 
University Hospital Total Length of Stay. 0.75 1.32 2.45 7.79 0 11.66 
Central State Hospital User 0.05 0.21 4.32 16.69 0 1 
Number of Admissions to Central State* 0.61 0.3 5.43 32.67 0 3.61 
Central State Total Length of Stay. 0.3 1.57 6.62 51.05 0 21.52 
Jail User 0.35 0.48 0.61 -1.63 0 1 
Number of Admissions to Jail* 0.41 0.74 1.9 4.1 0 6.63 
Recidivism 0.15 0.36 1.93 1.71 0 
* Values of square root transformations for the measure 
The mean, or average, age of the respondent was 43 years old and had a standard 
deviation of 10.79. Roughly 68% of those in sample are between 32 and 54 years old. 
Seventy-seven percent (77%) of the sample were male and 36% were black. The number 
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of days homeless was transformed using a square root transformation, so the mean 
number of days homeless was 5.32 with a standard deviation of 4.94. Forty-five percent 
(45%) of the sample utilized emergency shelter, 53% used transitional shelter, and 1% 
were in a permanent housing program during 2004-2005. Twenty percent (20%) of the 
sample had a diagnosis of a severe mental illness/co-occurring condition, 15% had a 
substance abuse diagnosis, and 6% had a less serious mental illness diagnosis. 
Forty-six percent (46%) of the sample utilized services from Phoenix Health 
Center during 2004-2005. Phoenix Health Center provided case management for 9% and 
counseling services for 11 % of the sample during 2004-2005. The average number of 
Phoenix Health Center days of service during 2004-2005 was 1.06 with a standard 
deviation of 1.505. Twenty-four percent (24%) of the sample utilized Seven Counties 
Services during 2004-2005. Seven Counties Services provided case management for 5%, 
counseling for 17% and day treatment services for 16% of the sample during 2004-2005. 
The Healing Place serviced 15% of the sample during 2004-2005. The average length of 
stay at the Healing Place was 0.37 days with a standard deviation of 0.956. University of 
Louisville Hospital provided services for 35% of the sample during 2004-2005. The 
mean length of stay at University Hospital was 0.75 days with a standard deviation of 
1.327• Five percent (5%) of the sample utilized services from Central State Hospital 
during 2004-2005. The mean number of admissions to Central State Hospital was 0.61 
with a standard deviation of 0.308• The average length of stay in Central State Hospital 
5 Square root transformation value for the measure "number of days homeless" 
6 Square root transformation value for the measure "Healing Place length of stay" 
7 Square root transformation value for the measure "University Hospital length of stay" 
8 Square root transformation value for the measure "number of admissions to Central State Hospital" 
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was 0.30 days with a standard deviation of 1.579• Twenty-eight (28%) of the sample 
were admitted into Louisville Metro Corrections during 2004-2005. The mean number of 
admissions to jail was 0.41 with a standard deviation of 0.74 during 2004-2005
10
• Fifteen 
percent (15%) recidivated, or had more than one admission to jail during 2004-2005. 
Step 2: Correlations 
The second step of the analysis involved the examination of bivariate statistics. 
A correlation is an association between two variables (Champion & Hartley, 2010). 
Correlations will indicate the direction and strength of the relationship between two 
variables (Abu-Bader, 2006). Correlations examine whether an increase in the 
independent variable will produce an increase or decrease in the dependent variable 
(Abu-Bader, 2006). Table 2 provides the correlation matrix for all 22 measures in the 
study. 
Significant positive and negative correlations were found for recidivism. Sex 
(r=.05), race (r=.05), severe mental illness/co-occurring condition (r=.16), and substance 
abuse (r=.15) were found to be statistically significant positive correlations to recidivism. 
Being male, black, having a severe mental illness/co-occurring condition and substance 
abuse disorder were found to increase recidivism. Additionally, statistically significant 
positive correlations were found between recidivism and the length of stay at the Healing 
Place (r=.l8), University Hospital (r=.l8), Central State Hospital (r=.lO) and the number 
of admissions to Central State Hospital (r=.1 0). Increases in the length of stay at the 
Healing Place, University Hospital, and Central State Hospital, as well as, increases in 
the number of admissions to Central State Hospital were found to increase recidivism. 
9 Square root transformation value for the measure "Central State Hospital length of stay" 




Measure 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 
1. Age 1.00 
2. Sex .IS" 1.00 
3. Race .00 -.01 1.00 
4. Days Homeless .10" -.OS" .10" 1.00 
5. Emergency Shelter .03' -.2S" .03' -.25" 1.00 
6. Transitional Shelter -.03' .2S" -.02 .IS" -.9S" 1.00 
7. Permanent Housing .00 -.04" -.04" .31" -.10" -.12" 1.00 
8. SMIICC -.05" -.14" .02 .16" -.02 .01 .05" 1.00 
9. Substance Abuse .03' .07" .09·' .07" -.06" .07" -.03' -.21" 1.00 
10. Mental Illness -.OS" -.16" -.04" .07" .00 -.01 .03' -.12" -.10" 1.00 
11. PHX DOS .06" -.13" .OS" .36" -.06" .05" .01 .35" .10" .14" 1.00 
\0 ...... 12. PHX Case Mgt .OS" -.16" .04" .16" .05" -.05" -.02 .29" .03" .15" .52" 1.00 
13. PHX Counseling -.02 -.16" -.01 .22" -.03" .03' .01 .38" -.01 .23" .62" .37" 1.00 
14. SCS Case Mgt -.04" -.07" .03" .15". -.04" .02 .OS" .45" -.10" -.03" .OS" .04" .II" 1.00 
15. SCS Counseling -.Il" -.IS" .02 .IS" -.05" .04" .OS" .62" -.05" .16" .2S" .14" .35" .52" 1.00 
16. SCS Day Treatment -.10" -.10" -.01 .ll" -.05" .06" -.01 .64" -.02 .07" .23" .13" .30" .33" .50" 1.00 
17. Healing Place LOS -.05" .02 .06" .. 09" -.09" .09" -.03' .24" .45" -.10" .22" .10" .16" .00 .10" .23" 1.00 
18. ULH LOS .04" -.10" .OS" .IS" -.02' .01 .05" .47" .ll" .02 .30" .21" .19" .26" .34" .3S" .IS" 1.00 
19. Central State Admits -.06" -.05" .Oll .02' .01 -.01 -.01 .3S" -.09" .01 .05" .02' .09" .40" .36" .44" .02 .30" 1.00 
20. Central State LOS -.05" -.06" .01 .02' .01 .00 -.01 .35" -.OS" .00 .03" .02 .07" .39" .35" .40" .01 .30" .93" 1.00 
21. Jail Admissions -.07" .06" .06" .02 -.02' .03" -.04" .21" .IS" -.03" .12" .OS" .07" .05" .14" .21" .21" .24" .12" .12" 1.00 
22. Recidivism -.OS" .05" .05" .00 -.02 .02 -.03' .16" .IS" -.04" .OS" .05" .05" .03' .ll" .IS" .IS" .19" .10" .10" .84" 1.00 
*p<.05. **p<.OI 
Surprisingly, receiving community based services were also found to be 
positively correlated with recidivism. Seven CountIes Services case management (r=.03), 
Seven Counties Services counseling (r=.ll), Seven Counties day treatment (r=.lS), 
Phoenix Health Center case management (r=.05), Phoenix Health Center counseling 
(r=.05) and Phoenix Health Center days of service (r=.OS) were found to be statistically 
significant positive correlations to recidivism. These findings are contrary to much of the 
literature regarding the use of community based services to reduce recidivism (Coldwell 
& Bender, 2007; Lamberti & Weisman, 2004; Meisler et aI., 1997; Phillips et aI., 2001; 
Rosenheck & Dennis, 2001; Tsemberis, 1999). Severe mental illness/co-occurring 
condition and/or substance abuse disorders are frequently the reason for utilization of 
case management, counseling, or day treatment programs. These disorders were also 
positively correlated with recidivism and could have an influence on the correlation 
between community based services and recidivism. 
Age (r=-.OS) and permanent housing programs (r=-.03) were found to be 
statistically significant negative correlations to recidivism. Increases in age and 
participation in permanent housing programs were found to decrease recidivism. 
Contrary to the findings for severe menial illness/co-occurring condition and substance 
abuse disorders, less serious mental illness (r=-.04) was also found to be statistically 
significant negative correlations to recidivism. This is not surprising considering less 
serious mental illness may not bring the individual's behavior to the attention of law 
enforcement. 
Significant positive and negative correlations were found for the number of 
admissions to Louisville Metro Corrections. Sex (r=.06), race (r=.06), severe mental 
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illness/co-occurring condition (r=.21), and substance abuse (r=.15) were found to be 
statistically significant positively correlated to the number of admissions to jail. These 
correlations are slightly higher than the correlations to recidivism. Interestingly, 
transitional housing (r=.03) was statistically significant positively correlated to increased 
admissions to jail, but emergency shelters and permanent housing were not positively 
correlated. The statistically significant positive correlations between number of jail 
admissions and the length of stay at the Healing Place (r=.21), University Hospital 
(r=.24), Central State Hospital (r=.12) and the number of admissions to Central State 
Hospital (r=.12) were also higher than the correlations to recidivism. 
The use of community based services also produced higher statistically significant 
positive correlations to the number of jail admissions than to recidivism. Seven Counties 
Services case management (r=.05), Seven Counties Services counseling (r=.14), Seven 
Counties day treatment (r=.21), Phoenix Health Center case management (r=.08), 
Phoenix Health Center counseling (r=.07) and Phoenix Health Center days of service 
(r=.12) were found to be statistically significant positive correlations to the number of 
admissions to jail. Again, these findings are contrary to criminological literature. 
As with recidivism, age (r=-.07), permanent housing (r=-.04), and less serious 
mental illness (r=-.03) were found to be statistically significant negative correlations to 
the number of admis~ions to jail. Additionally, emergency shelters (r=-02) was found to 
be negatively correhited and statistically significant to the number of admissions to jail. 
Significant positive and negative correlations were found for the number of 
admissions to Central State Hospital. The number of days homeless (r=.02), severe 
mental illness/co-occurring condition (r=.38), and University Hospital length of stay 
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(r=.30) were found to be positively correlated and statistically significant to the number 
of admissions to Central State Hospital. Phoenix Health Center case management 
(r=.02), Phoenix Health Center counseling (r=.09) and Phoenix Health Center days of 
service (r=.05) were found to be statistically significant positive correlations to the 
number of admissions to Central State Hospital. Additionally, stronger correlations were 
found between the number of admissions to Central State Hospital and Seven Counties 
Services case management (r=.40), Seven Counties Services counseling (r=.36), Seven 
Counties day treatment (r=.44). The stronger correlations between Central State Hospital 
and Seven Counties Services are expected because of the affiliation between SCS and 
Central State Hospital. Central State Hospital employs SCS employees, thus allowing 
easier admissions for SCS clients. 
Age (r=-.06), sex (-.06), and substance abuse (r=-.09) were found to be 
statistically significant negative correlations to the number of admissions to Central State 
Hospital. Increases i:1 age and being male were found to be correlated to decreased 
admissions to Central State Hospital. The negative correlation between substance abuse 
and the number of admissions to Central State Hospital was expected because mental 
health, not substance abuse, is the primary focus of Central State Hospital. 
Four correlations were strong enough to indicate a possible problem with 
multicollinearity. The correlation between emergency shelter and transitional housing 
(r=-.98), Phoenix Health Center days of service and Phoenix Health Center case 
management (r=.52), Phoenix Health Center days of service and Phoenix Health Center 
counseling (r=.62), and Seven Counties Services case management and Seven Counties 
Services counseling (r=.52) suggest possible multicollinearity, therefore further analysis 
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will be necessary. These variables will initially be included in the regression analysis, 
but will be examined for multicollinearity. If multicollinearity is present, then the certain 
variables will be excluded from the regression analysis. 
Step 3: Multiple Regression Analysis 
The third step of the analysis involved the examination of multivariate statistics. 
Multiple regression examines the effect of multiple independent variables on one 
dependent variable (Abu-Bader, 2006; Champion & Hartley, 2010). Ordinary least 
squares (OLS) regression and logistic regression were used to examine whether 
participation in various therapeutic, medical, and housing programs have an influence on 
recidivism, number of admissions to jail, and the number of admissions for psychiatric 
hospitalization. 
OLS allows for the examination of the linear effects of an independent variable on 
a dependent variable, while controlling for all other independent variables in the model 
(Champion & Hartley, 2010). OLS assumes the independent variables are dichotomous 
or measured at the interval or ratio level and the dependent variable must be measured at 
the interval or ratio level (Champion & Hartley, 2010; Menard, 2002). OLS regression is 
appropriate for normally distributed variables (Abu-Bader, 2006; Menard, 2002). OLS 
regression was used to examine two hypotheses: (1) participation in community-based 
services will have a r'egative association with the number of admissions to jail and (2) 
whether participation in community-based services will have a negative association with 
the number of psychiatric hospital admissions. These two hypotheses have dependent 
variables measured at the ratio level; therefore, OLS was appropriate for the study. 
Examination of the models indicated possible multicollinearity issues associated with the 
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following variables: emergency shelter, transitional housing, Seven Counties Services 
counseling, Phoenix Health Center case management and Phoenix Health Center days of 
servIce. These variables were excluded from some of the models. 
Modell 
Results from the present study come from the use of three regression models. The 
first model examines the utilization of community-based and institutional services in 
explaining the number of admissions to jail. Included in Model I are measures related to 
demographics, mental illness, substance abuse, therapeutic community-based services, 
and therapeutic institutional services. Model I was used to test hypothesis I; the 
utilization of community-based services will decrease the number of admissions to jail. 
Table 3 lists the OLS regression results for Model I. Table 3 indicates there are 
eleven significant findings in the regression analysis for the number of admissions to jail 
(F=61.65;p<.000). Modell indicates the utilization of community-based services was 
found to decrease the number of admissions to jail, thus supporting hypothesis I. 
Findings indicate the utilization of Seven Counties Services case management produced 
the greatest decrease in the number of jail admissions (b=-.2I, Beta=-.06, t=-4.60). 
Additionally, receiving Phoenix Health Center counseling reduced the number of 
admissions to jail (b=-.07, Beta=-.03, t=-2.02). Prior research has indicated utilizing case 
management and counseling services produces reductions in jail admissions, 
homelessness, and increases residential stability (Calsyn et aI., 2005; Drake et aI., 2008; 
Essock et aI., 2006, Lamberti et aI., 2004; Smith et aI., 2010). Modell also found the use 
of permanent housing produced a reduction in the number of admissions to jail (b=-.2I, 
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Beta=-.03, t=-2.53)11. Hickert and Taylor (2011) found decreased jail contact for those 
involved in permanent housing programs. 
Surprisingly, Model 1 found an increase in the number of days homeless 
produced a reduction in the number of admissions to jail (b=-.Ol, Beta=-.04, t=-2.87). 
For every 1 unit increase in the number of days homeless there is a standard deviation 
change of -.04 in the number of admissions to jail. Specifically, as the number of days 
homeless increased the number of jail admissions decreased. This finding is contrary to 
most of the previous research on homelessness (Greenberg & Rosenheck, 2008; Metraux 
& Culhane, 2006; White et aI., 2006). One possible explanation for the current study'S 
finding regarding the number of days homeless and the reduction in jail admissions could 
be related to the study's sample and definition of homeless ness. The study identified an 
individual as homeless ifhe or she had accessed a homeless shelter or housing program, 
thus the sample only contained individuals involved in emergency shelters, transitional 
shelters, or permanent housing programs. Participation in a homeless housing program 
may act as a protective factor thereby reducing the admissions to jail. The number of 
days homeless may have a different impact for homeless individuals not participating in 
housing programs. 
The results indicate that as an individual's age increases, he or she will have 
fewer admissions to jail (b=-.01, Beta=-.08, t=-6.62). For every 1 unit increase in age, 
one additional year of age, there is a standard deviation change of -.08 in the number of 
admissions to jail. Results also indicate that males are more likely to have higher number 
11 Two additional models were constructed for the number of admissions to jail which included permanent 
housing and emergency shelter and permanent housing and transitional shelter. These new models did not 
change the R2 and did not produce any significant changes, therefore they were excluded. 
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of admissions to jail than females (b=.21, Beta=.l7, t=9.39). Previous research on age, 
gender and crime support the current findings (Fagin, 2010; Fisher et al., 2011; 
Fitzpatrick & Myrstol, 2011; Greenberg & Rosenheck, 2008; Golder et al., 2005; 
Helfgott, 2008; Lynch & Sabol, 2004; Markowitz, 2006). Previous research indicates 
that most offenders age out of crime. Prior research indicates that males account for the 
majority of criminal offenses (Fitzpatrick & Myrstol, 2011; Greenberg & Rosenheck, 
2008; Helfgott, 2008). 
Results from Table 3 below also indicate having severe mental illness/co-
occurring condition is the strongest predictor for increased admissions to jail (b=.31, 
Beta=.1 7, t=9.24). Having a substance abuse disorder was the also a strong predictor for 
increased jail admissions (b=.23, Beta=.lI, t=7.48). These findings are consistent with 
prior research on mental illness, substance abuse and crime (Calsyn et al., 2005; 
Fitzpatrick & Myrstol, 2011; Golder et al., 2005; Perez et al., 2003). Severe mental 
illness and substance abuse often increases the risk for violating social norms and laws 
(Belcher, 1988; Greenberg & Rosenheck, 2008; Hartwell, 2004; Yee, 2000). Violations 
of norms and laws increase the likelihood of contact with the criminal justice system. 
The nature of having a substance abuse disorder, specifically addiction to illegal 
substances, directly increases the chances of contact with the criminal justice system 
(Hartwell, 2004; Tsemberis, 1999; Yee, 2000). 
Increased use of institutional services was found to increase the number of 
admissions to jail. Increases in the length of stay at University Hospital was found to 
increase the number of jail admissions (b=.08, Beta=.l5, t=1O.63). Every 1 unit change 
in the length of stay at University Hospital produces a standard deviation change of .15 in 
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the number of admissions to jail. Increased stay at the Healing Place was found to 
increase the number of admissions to jail (b=.07, Beta=.09, t=5.86). For every 1 unit 
change in the length of stay at the healing place corresponds to a standard deviation 
change of .09 for the number of admissions to jail. Lastly, the increased number of 
admissions to Central State Hospital was found to increase the number of admissions to 
jail (b=.11, Beta=.04, t=3.28). Each unit increase in the number of admissions to Central 
State Hospital produces a standard deviation change of .04 in the number of admissions 
to jail. These findings are consistent with previous research indicating the negative 
consequences of increased use of institutional services (Fitzpatrick & Myrsol, 2011; 
Ford, 2005: Golder et aI., 2005; White et aI., 2006). Prior research has indicated that 
periods of institutionalization can disrupt access to community-based services leaving 
individuals without the supports and services needed to address the problems and needs 
ofthe individual (Hartwell, 2004; Kubiak et aI., 2011; Kushel et aI., 2005). 
Table 3 also lists the VIF and tolerance levels for the regression model. None of 
the measures had a VIF score higher than 4 or a tolerance level lower than .20, thereby 
indicating there were no problems with multicollinearity in the model. Overall, Modell 
accounted for 11.2% of the variance in the number of admissions to jail (R2=0.11, R=.33). 
Conversely, close to 90% of the variance in the number of admissions to jail is 
unaccounted for by this model. 
Findings from Model 1 support hypothesis 1; the utilization of community-based 
services will decrease the number of jail admissions. Community-based services often 
allow for the collaboration between multiple agencies and service providers to effectively 
and efficiently combat the problems and needs of the client (Osher et aI., 2003; Peaslee, 
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2009; Rosenheck et ai., 1998). Community-based services allow for the individual to 
remain in the community and maintain their connections, ties, or bonds to pro-social 
entities in society which help the individual maintain conformity (Chriss, 2007; 
Shoemaker, 2009; Siegel, 1999). The participation in community-based services helps 
the individual develop and maintain stakes in conformity (Folgheraiter & Pasini, 2009; 
Granfield & Cloud, 2001; Whitley & McKenzie, 2005). Stakes in conformity, such as 
participation in housing and therapeutic programs, builds social capital for the individual 
(Folgheraiter & Pasini, 2009; Garcia & McDowell, 2010). The more the individual is 
committed and involved in various community-based programs and services, the more 
social capital is created (Garcia & McDowell, 2010; Zimmerman, 2008). The increased 
social capital strengthens their stakes in conformity (Chriss, 2009). Increases in stakes in 
conformity and soci~l capital reduce the likelihood oflaw violating behavior (Akers, 
1994; VoId et ai., 201)2). Individuals with higher amounts of stakes in conformity and 
social capital have more to lose if they were to engage in criminal behavior (Akers, 1994, 
Williams & McShane, 2010; VoId et ai., 2002). Modell lends support for the increased 
use of community-based services, such as case management, counseling, and permanent 
housing, as protective factors leading to reductions in the number of admissions to jaii. 
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Table 3 
OLS Regression Analysis of Correlations to the Number of Admissions to Jail ili=7180) 
Measures B S.E. Beta Tolerance VIF 
1. Age -0.01*** 0.00 -0.08 0.94 1.07 
2. Sex 0.21 *** 0.02 0.12 0.91 1.10 
3. Race 0.03 0.02 0.02 0.98 1.02 
4. Number of Days Homeless -0.01** 0.00 -0.04 0.82 1.21 
5. Permanent Housing -0.21 ** 0.08 -0.03 0.89 1.12 
6. SMIICo-Occurring Condition 0.31 *** 0.03 0.17 0.43 2.34 
7. Substance Abuse 0.23*** 0.03 0.11 0.63 1.59 
8. Less Serious Mental Illness 0.05 0.04 0.02 0.82 1.22 
9. Phoenix Health Center Counseling -0.07* 0.03 -0.03 0.74 1.35 
...... 
0 10. Seven Counties Services Case Management -0.21 *** 0.05 -0.07 0.71 1.39 ...... 
11. Healing Place Length of Stay 0.07*** 0.01 0.08 0.67 1.49 
12. UofL Hospital Length of Stay 0.08*** 0.01 0.15 0.71 1.40 
13. Number of Admissions to Central State Hospital 0.11 ** 0.03 0.04 0.74 1.31 
F 61.65*** 
R-squared 0.11 
*p>.05, **p>.OI, ***p>.OOO 
Model 2 
The second model examines the utilization of community-based and institutional 
services in explaining the number of admissions to jail. Included in Model 2 are 
measures related to demographics, mental illness, substance abuse, therapeutic 
community-based services, and institutional services. Model 2 was used to test 
hypothesis 2; the utilization of community-based services will decrease the number of 
admissions to Central State Hospital. 
Table 4 below lists the results of the OLS regression for Model 2. Table 4 
indicates there are eleven significant findings in the regression analysis for the number of 
admissions to Central State Hospital (F= 154.0 l; p<.05). Model 2 indicates the utilization 
of community-based services was found to decrease the number of admissions to Central 
State Hospital, thus supporting hypothesis 2. Findings indicate utilization of Phoenix 
Health Center case management produced the greatest decrease in the number of Central 
State Hospital admissions (b=-.07, Beta=-.07, t=-5.74). Phoenix Health Center 
counseling also produced a reduction in admissions to Central State Hospital (b=-.04, 
Beta=-.04, t=-2.91). Prior research has indicated case management and counseling can 
produce positive reductions in psychiatric hospital admissions (Coldwell & Bender, 
2007; Lamberti & Weisman, 2004; Meisler et aI., 1997; Phillips et aI., 2001; Rosenheck 
& Dennis, 2001; Tsemberis, 1999). Model 2 found the use of permanent housing 
produced reductions in the number of admissions to Central State Hospital (b=-.1 0, 
Beta=-.04, t=-3.32)12. Prior research also indicates participation in permanent housing 
12 Two additional models were constructed for the number of admissions to Central State Hospital which 
included permanent housing and emergency shelter and permanent housing and transitional shelter. These 
new models did not change the R2 and did not produce any significant changes, therefore they were 
excluded. 
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programs is associated with reductions in the use of psychiatric hospitalization (Bert, 
2006; Hickert & Taylor, 2011; Martinez & Burt, 2006; Tsai et aI., 2010). 
As with the number of admissions to jail, an increase in the number of days 
homeless was found to produce a reduction in the number of admissions to Central State 
Hospital (b=-.OI, Beta=-.05, t=-3.82). For every 1 unit increase in the number of days 
homeless there is a standard deviation change of -.05 in the number of admissions to 
Central State Hospital. As with Modell, participation in various housing programs may 
act as a protective factor, thereby negating the impact ofthe number of days homeless on 
the admission to Central State Hospital. The number of days homeless may have a 
different effect on admissions to Central State Hospital for individuals not participating in 
housing programs. 
Increased length of stay at the Healing Place was found to reduce the number of 
admissions to Central State Hospital (b=-.02, Beta=-.05, t=-4.02). For every 1 unit 
change in the length of stay at the healing place corresponds to a standard deviation 
change of .05 for the number of admissions to Central State Hospital. This unexpected 
finding could be because substance abuse treatment is not the main focus of Central State 
Hospital. Central SLte Hospital is a psychiatric hospital focused on providing inpatient 
services for various psychiatric disorders. 
Model 2 indicates that as an individual's age increases, he or she will have fewer 
admissions to Central State Hospital (b=-.OI, Beta=-.03, t=-2.99). For every 1 unit 
increase in age, one additional year of age, there is a standard deviation change of -.03 in 
the number of admissions to Central State Hospital. Results also indicate that males are 
more likely than females to have higher number of admissions to Central State Hospital. 
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These findings are consistent with prior research regarding age, gender, and psychiatric 
hospitalization (Maharaj, Gillies, Andrew, & O'Brien, 2011). 
The results from Table 4 indicate receiving Seven Counties Services case 
management is the strongest predictor for increased admissions to Central State Hospital 
(b=.36, Beta=.27, t=21.31). This finding is contrary to the results for other community-
based services and reductions in psychiatric hospital admissions. Seven Counties 
Services affiliation with Central State Hospital could potentially be the reason for the 
increase in admissions to Central State Hospital. Many Seven Counties Services 
employees work at Central State Hospital and Seven Counties Services often provides 
services for patients while they are in Central State Hospital, as well as when they are 
discharged. It is possible that Seven Counties Services case managers have greater 
access and more 0pp'1rtunities for their clients to be admitted to Central State Hospital 
than do other community-based service providers. 
Results indicate having a severe mental illness/co-occurring condition was the 
second highest predictor for increased admission to Central State Hospital (b=.18, 
Beta=.24, t=15.89). Having a less serious mental illness was found to increase the 
number of admissions to Central State Hospital (b=.09, Beta=.07, t=5.63). These 
findings are not surprising considering Central State Hospital is a psychiatric hospital. 
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Table 4 
OLS Regression Analysis of Correlations to the Number of Admissions to Central State Hospital (N=7180) 
Measures B S.E. Beta Tolerance VIF 
1. Age 0.00** 0.00 -0.03 0.92 1.09 
2. Sex 0.01 0.01 0.01 0.89 1.12 
3. Race 0.00 0.01 -0.01 0.98 1.02 
4. Number of Days Homeless 0.00*** 0.00 -0.05 0.82 1.22 
5. Permanent Housing -0.10** 0.03 -0.04 0.89 1.12 
6. SMIICo-Occurring Condition 0.18*** 0.01 0.24 0.53 1.90 
7. Less Serious Mental Illness 0.09*** 0.02 0.07 0.84 1.20 
8. Phoenix Health Center Case Management -0.07*** 0.01 -0.07 0.79 1.26 
9. Phoenix Health Center Counseling -0.04** 0.01 -0.04 0.71 1.41 
- 10. Seven Counties Services Case Management 0.36*** 0.02 0.27 0.77 1.31 0 
VI 
II. Healing Place Length of Stay -0.02*** 0.00 -0.05 0.82 1.12 
12. UotL Hospital Length of Stay 0.03*** 0.00 0.15 0.75 1.33 
13. Number of Admissions to Jail 0.02** 0.01 0.04 0.90 1.12 
F 154.01 * 
R-squared 0.24 
*p>.05, **p>.OI, ***p>.OOO 
Increased length of stay at University Hospital was found to increase the number 
of admissions to Central State Hospital (b=.03, Beta=.15, t=11.81). Every 1 unit change 
in the length of stay at University Hospital produces a standard deviation change of .15 in 
the number of admissions to Central State Hospital. Individuals who frequently accessed 
institutional services at University Hospital may have greater physical and mental health 
needs, therefore requiring more intensive institutional services. Model 2 also found 
increases in the number of admissions to jail were positively associated with the number 
of admissions to Central State Hospital (b=.02, Beta=.04, t=3.40). Each unit increase in 
the number of admissions to jail produces a standard deviation change of .04 in the 
number of admissions to Central State Hospital. As the number of admissions to jail 
increased, so did the· number of admissions to Central State Hospital. These findings are 
consistent with prior research regarding the use of institutional services and increased 
hospitalization (Broner et al, 2004; Hartford et aI, 2007, Munetz & Griffin, 2006; Perez et 
aI, 2003; Steadman & Naples, 2005). The disruption caused by the increased use of these 
institutional services may entrench the individual in a continuous cycle between 
institutions and the street (Broner et aI, 2004; Hartford et aI, 2007, Munetz & Griffin, 
2006; Perez et aI, 2003; Steadman & Naples, 2005). 
Table 4 also lists the VIF and tolerance levels for the regression model. Again, 
none of the measures had a VIF score higher than 4 or a tolerance level below .20 
indicating no problem with multicollinearity in the model. Model 2 lends support to the 
use of community-based services, such as case management, counseling, and permanent 
housing, as protective factors leading to reductions in the number of admissions to 
Central State Hospital. Overall, Model 2 accounted for 23.7% of the variance in the 
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number of admissions to jail (R2:=0.24; R=.49). Conversely, close to 76% of the variance 
in the number of admissions to Central State Hospital is unaccounted for by this model. 
Model 2 findings provide support for the hypothesis 2; the utilization of 
community-based services will decrease the number of admissions to Central State 
Hospital. Case management and counseling services from Phoenix Health Center and 
involvement in permanent housing programs reduced the number of admissions to 
Central State Hospital. The results from Model 2 support the concept that community-
based services build social capital and strengthen the individual's stakes in conformity. 
Disruptions from multiple long term institutional stays can weaken the individual's stakes 
in conformity and increase the likelihood of law violating behavior (Garcia & McDowell, 
2010). 
Model 3 
Model 3 examines the utilization of community-based and institutional services in 
explaining recidiviSM. Included in Model 3 are measures related to demographics, 
mental illness, substance abuse, therapeutic community-based services, institutional 
services, and the number of days homeless. Model 3 was used to test hypotheses 3 and 4; 
the utilization of community-based services will decrease recidivism and an increase in 
the number of days homeless will increase recidivism. 
Logistic regression is a specific type of regression that designed to predict and 
explain a binary categorical dependent variable (Champion & Hartley, 2010; Hair et aI., 
2010, Menard, 2002). Logistic regression is specifically designed to predict the 
probability of an event occurring (Champion & Hartley, 2010; Hair et al., 2010). 
According to Hair et al. (2010), "logistic regression is the appropriate statistical technique 
107 
--~-----~--~--------~----~--~------~----
when the dependent variable is categorical (nominal or nonmetric) variable and the 
independent variables are metric or nonmetric variables" (p. 319). Logistic regression 
was used to examine hypotheses 3, the utilization of community-based services will 
decrease recidivism, and hypothesis 4, increases in the number of days homeless will 
increase recidivism. These two hypotheses use the same binary categorical dependent 
variable, recidivism, coded 1 for yes and 0 for no; therefore logistic regression was 
appropriate for the study. 
Logistic regression results must be evaluated differently than regression results 
from OLS. According to Hair et ai. (2010), "the coefficients are actually measures of the 
change in the ratio of the probabilities (the odds)" (p. 239). The coefficients are 
expressed in terms oflogarithms and can be difficult to interpret (Champion & Hartley, 
2010; Hair et aI., 2010). The exponentiated logistic coefficient, Exp(B), is the 
transformation of the original coefficient and measures the magnitude of change in the 
odds value (Hair et aI., 2010). The Exp(B) can be stated in terms of odds ratios (Hair et 
aI., 2010; Menard, 2005). According to Champion & Hartley (2010): 
The odds ratio refers to the odds that the value of the dependent variable 
will be 1, the closer that the Exp(B) is to 1, the more the likelihood is that 
the values of the independent variable are not influential in predicting the 
dependent variable. (p. 414) 
Odds ratios greater than 1 represent an increase in the dependent variable when 
the independent variable increases and odds ratios less than lrepresent a decrease in the 
dependent variable when the independent variable increases (Champion & Hartley, 2010; 
Menard, 2002). 
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Table 5 lists the logistic regression results for the remaining two hypotheses. 
Table 5 indicates there are nine significant findings in the regression analysis for 
recidivism. Age had a significant negative impact on recidivism. As the respondent's 
age increased, recidivism decreased (b=-.03, Exp(B)=.98) A one unit change in age will 
decrease odds of recidivism by 2.5%. Additionally, being male increased the odds of 
recidivism (b=.63, Exp(B)=1.87). The results indicate males have 87% higher odds of 
recidivism than do females. This is consistent with prior research regarding age, gender 
and crime (Belcher, 1988; Fagin, 2010; Fisher et aI, 2011; Fitzpatrick & Myrstol, 2011; 
Greenberg & Rosenheck, 2008; Golder et aI, 2005; Lynch & Sabol, 2004; Markowitz, 
2006). Prior research consistently finds that the majority of crime is committed by young 
males (Fagin, 2010; Siegel, 2009). 
The utilization of community-based services was found to decrease the odds of 
recidivism. One of the strongest predictors of reducing the odds of recidivism was the 
utilization of Seven Counties Services case management (b=-.63, Exp(B)=.53). 
Utilization of Seven Counties Services case management produced a 47% reduction in 
recidivism. Although not statistically significant in Model 3, participation in counseling 
services from Phoenix Health Center (b=-.13, Exp(B)=.88) and involvement in 
permanent housing programs (b=-.67, Exp(B)=.51)13 were also found to considerably 
reduce the odds of recidivism. These findings are consistent with the findings from 
Model 1 as well as prior research on the use of community-based services to reduce the 
risk of recidivism (Calsyn et aI, 2005; Drake et aI, 2008; Essock et al, 2006, Lamberti et 
aI, 2004; Smith et aI, 2010). The findings from Model 3 support hypothesis 3, the 
13 Two additional models were constructed for recidivism which included permanent housing and 
e~ergen~y shelter and penm~ne~t housing and transitional shelter. These new models did not change the 
R- and did not produce any slgmficant changes, therefore they were excluded. 
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utilization of community-based services decreases recidivism. The use of community-
based services, such as case management, counseling, and permanent housing, are 
protective factors leading to reduced odds of recidivism. 
Unexpectedly, the number of days homeless had a significant negative impact on 
recidivism (b=-.03, Exp(B)=.98). A one unit increase in the number of days homeless 
will decrease odds of recidivism by 2%. This finding is contrary to hypothesis 4 claims 
that an increase in the number of days homeless will increase recidivism and is in 
contrast with prior literature regarding recidivism among the homeless population. 
Respondents suffering from severe mental illness/co-occurring conditions were 
significantly more likely to recidivate than those without the disorder (b=.86, 
Exp(B)=2.36). Those with a severe mental illness/co-occurring condition have 136% 
higher odds of recidivism than do respondents without the condition. Similar results 
were found for substance abuse. Respondents with a substance abuse disorder were 
significantly more likely to recidivate than those without a substance abuse disorder 
(b=.87, Exp(B)=2.39). Respondents with a substance abuse disorder have 139% higher 
odds of recidivism than do respondents without a substance abuse disorder. These 
findings are supported by prior research on the relationship between mental illness, 
substance abuse and crime. 
Model 3 indicates utilization of institutional services increase the odds of 
recidivism. The results from Table 5 indicate that increases in the length of stay at 
University Hospital increase the odds of recidivism (b=.18, Exp(B)=1.20). A one unit 
increase in length of stay at University Hospital will increase the odds of recidivism by 
20%. Similar results were found for the length of stay at the Healing Place (b= .14, 
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Exp(B)= 1.14). A one unit increase in the length of stay at the Healing Place will increase 
the odds of recidivism by 14%. Additionally, increases in the number of admissions to 
Central State Hospital were found to increase the odds of recidivism (b=.28, 
Exp(B)= 1.32). A one unit increase in the number of admissions to Central State Hospital 
increase recidivism by 32%. These findings are consistent with the findings from Model 
1 and findings from prior research regarding the increased risk of recidivism from 
increased use of institutional services (Buck et aI, 2011; Haugland et aI, 1997; Metraux & 
Culhane, 2006; White et aI, 2006). 
Model 3 finds the increased use of institutional services increase the odds of 
recidivism, while the utilization of community-based services decreases the odds of 
recidivism. These findings are also consistent with the theoretical framework found in 
Model 1 and Model 2 regarding the ability of community-based services to promote 
stakes in conformity and increase social capital, thereby promoting conformity with the 
social norms of society (Folgheraiter & Pasini, 2009; Garcia & McDowell, 2010; Whitley 
& McKenzie, 2005; Zimmerman, 2008). Increases in the individual's stakes in 
conformity and social capital can discourage the individual from engaging in law 
violating behavior (Chriss, 2007; Williams & McShane, 2010). Model 3 supports 
hypothesis 3, but fails to support hypothesis 4. 
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Table 5 
Logistic Regression Analysis for Recidivism (N=7180) 
Measures B SE Wald Exp(b) Tolerance 
1. Age -0.03** 0.00 52.81 0.98 0.93 
2. Sex 0.63** 0.09 47.00 1.87 0.90 
3. Race 0.12 0.71 2.97 1.13 0.98 
4. Number of Days Homeless -0.03* 0.01 91.24 0.98 0.82 
5. Pennanent Housing -0.67** 0.45 2.24 0.51 0.89 
6. SMIICo-Occurring Condition 0.86** 0.12 52.83 2.36 0.41 
7. Substance Abuse 0.87** 0.11 66.90 2.39 0.62 
7. Less Serious Mental Illness -0.03 0.19 0.02 0.98 0.81 
8. Phoenix Health Center Case Management 0.07 0.12 0.39 1.08 0.79 
...... ...... 9. Phoenix Health Center Counseling -0.13 0.11 1.25 0.88 0.70 
N 
10. Seven Counties Services Case Management -0.63** 0.17 14.17 0.53 0.71 
11. Healing Place Length of Stay 0.14** 0.04 15.22 1.14 0.67 
12. UofL Hospital Length of Stay 0.18** 0.03 50.04 1.20 0.71 
13. Number of Admissions to Central State 0.28* 0.11 7.01 1.32 0.76 
-2 Log likelihood 5382.40 
Model chi-square 485.06** 
Cox and Snell R2 .07 
Nagelkerke R2 .12 
*p>.05, **p>.OOO 
As with OLS regression, multicollinearity can cause problems in logistic 
regression. Champion & Hartley (2010) advocate the use ofOLS regression to check for 
possible multicollinearity problems for the variables used in logistic regression. Only the 
collinearity diagnostics, specifically tolerance measures and VIF scores, are of interest in 
detecting multicollinearity for the selected variables (Champion & Hartley, 2010; Field, 
2009, Menard, 2005). Menard (2005) suggested that tolerance measures could be used to 
examine possible multicollinearity among the independent variables in the logistic 
regression model. Field (2009) argued that tolerances below .20 indicate 
multicollinearity. Table 5 also lists the tolerance levels for the regression model. None 
of the measures had a tolerance level below .20; indicating no problem with 
multicollinearity in the model. Table 5 provides the pseudo r-squares for Model 3. 
Overall, model 3 explains between 7% and 12% of the variance in recidivism. 
Conversely, between 82 and 93% of the variance in the dependent variable is 
unaccounted for by this model. 
Discussion 
This purpose of the present study was to examine the link between the 
institutionalization of homeless individuals and various aspects of service utilization. 
The research study focused on whether participation in various therapeutic, medical, and 
housing programs have an influence on recidivism, number of admissions to jail, and the 
number of admissions for psychiatric hospitalization. The current research study 
examined administrative data from seven agencies which routinely provide services to 
homeless individuals. These seven agencies included Louisville Metro Corrections, 
Kentucky Department of Corrections, Seven Counties Services, Healing Place, Phoenix 
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Health Center, Central State Hospital, and the University of Louisville Hospital. The 
current study included a sample of 7,180 homeless individuals in Louisville, KY during 
2004 and 2005. 
The United States continues to incarcerate more people than any other country 
(Baillargeon et aI., 2010; Fagin, 2010; Ford, 2005; Golder et aI., 2005). Incarceration 
rates in the United States are estimated at 1,000 for every 100,000 or a ratio of 1 to 100 
(Fagin, 2010). Previous research has indicated that the homeless have an increased risk 
of incarceration (Eberle et aI., 2000; Greenberg & Rosenheck, 2008; Metaux & Culhane, 
2006). Findings from this study are consistent with the previous literature regarding 
increased incarceration rates for the homeless. The current study found approximately 
28% of the sample, 2006 out of 7180 individuals, had been incarcerated in jail at some 
point during 2004-2005. 
Consistent with criminological literature, the current study finds that males and 
blacks are overrepresented in the correctional system (Fisher et aI., 2011). Findings from 
the current study indicate that approximately 81 % of the jail users in the sample were 
male and 42% were black. Previous literature also indicates that individuals with mental 
illness and/or substance abuse disorders are more likely to be incarcerated (Golder et aI., 
2006; Hailis & Borum, 2003; Kubiak et al.; 2011; Lamberti et aI., 2004; Perez et aI., 
2003; Weisman et aI., 2004). The current study finds that 61 % of the 2006 jail users in 
the sample had a mental illness or substance abuse disorder, but only approximately 41 % 
of the overall sample had a mental illness or substance abuse disorder. 
Forty-five percent (45%) or 3250 ofthe sample utilized emergency shelters, 53% 
or 3841 accessed transitional shelters, and 1 % or 89 participated in permanent housing 
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programs. Results show that service utilization varied depending on shelter type. Forty-
three percent (43%) or 863 ofthe 2006 individuals admitted to jail were emergency 
shelter users; therefore 27% of the emergency shelter users had at least one admission to 
jail during 2004-2005. Fifty-six percent (56%) or 1132 of those admitted to jail were 
transitional shelter users; therefore 29% of transitional shelter users had at least one 
admission to jail during 2004-2005. Permanent housing users accounted for 1 % or 11 of 
the total number of jail users. Twelve percent (12%) of the 89 permanent housing users 
in the sample had at least one admission to jail during 2004-2005. Findings from the 
current study are consistent with the literature regarding the use of permanent housing 
programs, such as Supported Housing and Housing First, to reduce incarceration among 
the homeless (Hickert & Taylor, 2011; Martinez & Burt, 2006; Tsai et aI., 2010). 
Findings from the current study indicate that permanent housing users are less 
likely than emergency shelter and transitional shelter users to utilize institutional services. 
Only 3% of permanent housing users utilized Central State Hospital as compared to 5% 
of emergency shelter and transitional shelter users. The Healing Place was used by 35% 
of the emergency shelter users and 65% of the transitional shelter users, but was only 
utilized by less than 1 % of the permanent housing users. These finding were to be 
expected and are consistent with current literature on housing programs and institutional 
services (Hickert & Taylor, 2011; Martinez & Burt, 2006; Rosenheck et aI., 2003; Tsai et 
aI., 2010). Martinez and Burt (2006) found significant reductions of inpatient services for 
individuals participating in permanent housing programs. 
The current study also found permanent housing users were more likely to receive 
community-based services than were emergency shelter and transitional shelter users. 
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Twenty-one percent ~21 %) of permanent housing users utilized Seven Counties Services 
case management compared to 4% of emergency shelter users and 6% oftransitional 
shelter users. Seven Counties Services counseling service were utilized by 39% of 
permanent housing users, but only used by 14% of emergency shelter users and 18% of 
transitional shelter users. Thirteen percent (13%) of permanent housing users utilized 
Phoenix Health Center counseling services compared to 10% of emergency shelter users 
and 12% of transitional housing users. These findings are consistent with the previous 
literature regarding housing programs and the utilization of community based services 
(Clark & Rich, 2003; Drake et aI., 2008; Healey, 1999; Phillips et aI., 2001; Test & Stein, 
2000). Case management programs assist clients in accessing, obtaining, and 
participating in services designed to match the individual's specific needs (Clark & Rich, 
2003; Morse et aI., 1997; Osher et aI., 2003; Perez et aI., 2003). Community-based 
programs such as Assertive Community Treatment combine case management, 
counseling, and other therapeutic services to provide an individualized approach with the 
goal of stabilizing the client in the community and prevent re-institutionalization 
(Coldwell & Bender, 2007; Lamberti et aI., 2004; Phillips et aI., 2001; Rosenheck & 
Dennis, 2001). 
The findings from Model 1 support hypothesis 1; the utilization of community-
based services will reduce the number of admissions to jail. Community-based services, 
such as Seven Counties Services case management, Phoenix Health Center counseling, 
and permanent housing, were found to reduce the number of admissions to jail, thus 
supporting hypothesis 1. Community-based services allow the individual to remain in the 
community and maintain their connections, ties, and bonds to pro-social entities in 
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society which help maintain conformity. An increase in the number of days homeless 
was found to reduce the number of admissions to jail. Institutional services, including 
University hospital and Central State Hospital, were found to increase the number of 
admissions to jail. Severe mental illness/co-occurring condition and substance abuse 
were also found to increase admissions to jail. Modell indicates community-based 
services reduce the number of admissions to jail, while the utilization of institutional 
services increases the number of admissions to jail. 
The findings from Model 2 support hypothesis 2; the utilization of community-
based services will reduce the number of admissions to Central State Hospital. 
Community-based services, such as Phoenix Health Center case management, Phoenix 
Health Center counseling, and permanent housing, were found to reduce the number of 
admissions to Central State Hospital, thus supporting hypothesis 2. Community-based 
services help build social capital and strengthen the individual's stakes in conformity. 
Increases in the length of stay at the Healing Place and increases in the number of days 
homeless were found to reduce the number of admissions to Central State Hospital. 
Institutional services, including University hospital and jail, were found to increase the 
number of admissions to Central State Hospital. Severe mental illness/co-occurring 
condition and less serious mental illness were also found to increase admissions to 
Central State Hospital. Disruptions from multiple institutional stays can weaken the 
individual's stakes in conformity. Model 2 indicates community-based services reduce 
the number of admissions to Central State Hospital, while the utilization of institutional 
services increases the number of admissions to Central State Hospital. 
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The findings from Model 3 support hypothesis 3; the utilization of community-
based services will decrease recidivism. Community-based services, such as Seven 
Counties Services case management, Phoenix Health Center case management, Phoenix 
Health Center counseling, and permanent housing, were found to reduce the odds of 
recidivism, thus supporting hypothesis 3. Community-based services can promote stakes 
in conformity and increase social capital, thus promoting conformity with the social 
norms. Increases in the individual's stakes in conformity can discourage the individual 
from engaging in law violating behavior. Substance Abuse and severe mental illness/co-
occurring condition were also found to produce the greatest increase in the odds of 
recidivism. Institutional services, including University Hospital, Central State Hospital, 
and the Healing Place, were found to increase the odds of recidivism. 
Model 3 does not support hypothesis 4; increases in the number of days homeless 
will increase recidivism. Findings from Model 3 indicate an increase in the number of 
days homeless was found to reduce the odds of recidivism, thus not supporting 
hypothesis 4. 
All models indicate similar findings in regard to the impact of utilizing 
community-based and institutional services. Findings from the current study support 3 of 
the 4 hypotheses. Findings indicate participation in community based services, such as 
case management, counseling, and permanent housing, reduces the number of admissions 
to jail, reduces the number of admissions to Central State Hospital, and reduces the odds 
of recidivism. Case management, counseling, and permanent housing programs were 
found to promote the reduction of institutional services. 
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Increased use of institutional services increased the number of admissions to jail, 
increased the number of admissions to Central State Hospital, and increased the odds of 
recidivism. Severe mental illness/co-occurring condition, substance abuse, and less 
serious mental illness were found to influence recidivism, number of admissions to jail 
and Central State Hospital. Model 3 indicates community-based services reduce 
recidivism, while the utilization of institutional services increases recidivism. 
Findings from the current study indicate increased number of days homeless 
reduced the odds of recidivism, reduced the number of admissions to jail and reduced the 
number of admissions to Central State Hospital. All of the subjects in the sample utilized 
emergency shelters, transitional shelters, or permanent housing programs. These findings 
suggest that homeless shelterslhousing programs may act as an insulator against the 
increased use of jails and psychiatric hospitals. The impact of the number of days 
homeless may produce different results for those not involved in housing programs, for 
homeless considered "city at large" (no address), living on the street, or for those who are 
doubled up (staying with others, but with no permanent address). 
Utilization of community-based services allows for the individual to remain in the 
community and cont~nue maintaining his or her connections to pro-social individuals, 
programs, and agencies. According to Stanton-Salazar (2001), "people make their way in 
the world by constantly negotiating both the constraints placed on them and the 
opportunities afforded them, by way of the social webs of which they are a part" (p. 18). 
Remaining in the community and maintaining these connections, ties, or bonds promote 
an increase in the individual's stakes in conformity and build social capital. According to 
Bourdieu (1986), "the reproduction of social capital presupposes an unceasing effort of 
119 
sociability, a continuous series of exchanges in which recognition is endlessly affirmed 
and reaffirmed" (p. '250). Community-based services can be a source of informal social 
control for the individual and help promote conformity with the social norms and rules of 
society (Folgheraiter & Pasini, 2009; Garcia & McDowell, 2010; Whitley & McKenzie, 
2005; Zimmerman, 2008). According to Garcia and McDonald (2010), "exchanges 
between individuals and their contexts should theoretically result in the accumulation of 
resources, such as increases in contacts, knowledge, and opportunities" (p. 98). 
Utilization of institutional services removes the individual from the community thereby 
disrupting his or her social connections, decreasing the stakes in conformity, and 
reducing social capital (Garcia & McDowell, 2010). The individual has less to lose in he 
or she engages in law violating behavior due to the reductions in the stakes in conformity 




The development of treatment services for the care of individuals in the 
community fueled the process of deinstitutionalization (Baillargeon et aI., 2010; Slate & 
lohnson,2008). The process of de institutionalization began reducing long-term 
psychiatric hospitalization as the preferred treatment modality for the mentally ill 
(Baillargeon et aI., 2010; Green, 1997; Hartwell, 2004; Perez et aI., 2003; Slate & 
lohnson, 2008; Thompson et aI., 2003; White et aI., 2006). At the peak of 
institutionalization in 1955, there were approximately 559,000 patients institutionalized 
in state operated mental hospitals (Baillargeon et aI., 2010; Slate & lohnson, 2008; 
Thompson et aI., 2003; Torrey et aI., 2008). The process of deinstitutionalization had 
reduced the number of institutionalized patients in state operated mental hospitals to 
approximately 100,000 by 1980 (Slate & lohnson, 2008). By 2005, the number of 
institutionalized patients in state operated mental hospitals had further diminished to 
approximately 52,001J (Baillargeon et aI., 2010; Thompson et aI., 2003; Torrey et aI., 
2008). 
The prevailing belief during and after dcinstitutionalization was that individuals 
with mental illness would be better served by the utilization of community-based services 
(Baillargeon et aI., 2010; Green, 1997; Hartwell, 2004; Perez et aI., 2003; Slate & 
lohnson, 2008; Thompson et aI., 2003; White et aI., 2006). The shift in treatment focus 
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from institutionalization to community-based treatment reduced the number of 
institutionalized mentally ill patients, but produced significant unintended negative 
consequences for the mentally ill seeking treatment in the community (Baillargeon et aI., 
2010; Morabito et aI., 2010; Slate & Johnson, 2008; Tsemberis, 1999). The development 
and funding for community-based services has lagged behind the increase need for 
services brought about by deinstitutionalization, thus leaving a large number of 
individuals with mental illness and substance abuse disorders in the community with 
little, or no, community-based treatment options available for them to access (Baillargeon 
et aI., 2010; Morabito et aI., 2010; Slate & Johnson, 2008; Tsemberis, 1999). Many of 
these mentally ill individuals ultimately were left untreated and had nowhere to go except 
to live on the streets, thereby becoming homeless (Baillargeon et al., 2010; Belcher, 
1998; Greenberg & J3..osenheck, 2008; Perez et aI., 2003; Torrey et aI., 2008). 
Additionally, some untreated mentally ill turned to alcohol and drugs as a way to 
self-medicate and reduce the symptoms of their mental illness (Tsemberis, 1999). 
Deinstitutionalization made involuntary hospitalization of the mentally ill extremely 
difficult (Belcher, 1988; Perez et aI., 2003; Trupin et aI., 2004; Weedon, 2005). 
Individuals must be suicidal or homicidal to be involuntarily hospitalized (Belcher, 
1988). Often the untreated mentally ill do not meet the requirements for involuntary 
hospitalization, thus requiring some other entity the task of managing these individuals. 
Another unintended consequence of deinstitutionalization was the increased use 
of the crimina1 justice system to provide treatment for individuals with mental illness 
and/or substance abuse (Belcher, 1988; Fitzpatrick & Myrstol, 2011; Turpin et aI., 2004). 
According to Slate and Johnson (2008), "those that were either turned out of mental 
122 
-------------------------------
hospitals, or were never allowed to enter, were forced into the streets of America, where 
they were arrested and incarcerated, or died" (p. 33). Homeless individuals, many with 
mental illness and/or substance abuse disorders, have been overrepresented in the 
criminal justice system, specifically in their use of local jails (Fitzpatrick & Myrstol, 
2011; Greenberg & Rosenheck, 2008; Metraux & Culhane, 2006; Slate & Johnson, 
2008). Prior researcl;1. estimates the arrest and incarceration rates between 6%-25% for 
the homeless mentally ill (Ford, 2005; Golder et aI., 2006; Lamberti et aI., 2004). 
The current study examines the link between institutionalization of homeless 
individuals and various aspects of service utilization. The research focused on whether 
participation in various therapeutic, medical, and housing programs influenced 
recidivism, number of admissions to jail, and the number of admissions for psychiatric 
hospitalizations. The current study employed secondary administrative data from Barber 
et aI.'s (2008) Cost of Homelessness in Metropolitan Louisville study. Barber et al.'s 
(2008) study examined the cost of homeless ness in Louisville, KY during 2004 and 2005. 
The data for the current study consists of previously collected secondary administrative 
data from various homeless residential programs, Louisville Metro Corrections, 
Kentucky Department of Corrections, Seven Counties Services, Phoenix Health Center, 
the Healing Place, Central State Hospital, and the University of Louisville Hospital. 
The current study had a sample size of7,180 homeless individuals from 
Louisville, KY. Individuals were considered homeless if they accessed residential 
services from homeless residential agencies and programs during 2004 and 2005. 
Seventy-seven (77%) of the sample were male and 36% of the sample were black. The 
average age of the sample was 43 years old and ages ranged from 18 to 84 years old. 
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Forty-five percent (45%) ofthe sample utilized emergency shelters, 54% transitional 
shelters, and 1 % pennanent housing programs. Approximately 41 % of the sample had a 
mental illness or substance abuse disorder. Twenty percent (20%) of the sample was 
identified as having a severe mental illness or co-occurring disorder, 15% had a substance 
abuse disorder, and 6% had a less serious mental illness. Twenty-eight percent (28%) of 
the sample had at least one instance of incarceration between 2004 and 2005. Five 
percent (5%) of the sample had at least one admission to Central State Hospital between 
2004 and 2005. 
The current study examined four hypotheses related to the utilization of 
community-based services to reduce the use of institutional services. These hypotheses 
include: (1) participation in community-based services will have a negative association 
with the number of admissions to jail; (2) participation in community-based services will 
have a negative association with the number of admissions to Central State Hospital; (3) 
participation in community-based services will have a negative association with 
recidivism; and (4) increases in the number of days homeless will have a positive 
association with recidivism. The current study employed OLS and logistic regression to 
examine the influence of the utilization of community-based and institutional services 
and their impact on jail admissions, Central State admissions, and recidivism. 
Findings from the current study support 3 of the 4 hypotheses. Findings indicate 
that participation in various community-based services, such as case management and 
counseling services, reduces the number of admissions to jail, reduces the number of 
admissions to Central State Hospital, and reduces the odds of recidivism. Additionally, 
increases in age were found to reduce admissions to jail, reduce admissions to Central 
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State Hospital, and reduced the odds of recidivism. Participation in permanent housing 
programs also produced reductions admissions to jail and Central State Hospital, as well 
as decreasing the odds of recidivism. The current study also found that the increased use 
of various institutional services increased the number of admissions to jail, increased the 
number of admissions to Central State Hospital, and increased the odds of recidivism. 
Increases in the length of stay at the Healing Place and University Hospital, as well as 
increases in the number of admissions to Central State Hospital were associated with 
increased admissions to jail. Similarly, increases in the length of stay at University 
Hospital and increases in the number of admissions to jail were associated with increased 
admissions to Central State Hospital. 
The current study found having a severe mental illness/co-occurring disorder was 
found to increase the number of jail admissions, increase the number of admissions to 
Central State, and increase the odds of recidivism. Having a substance abuse disorder 
was found to increase the number of admissions to jail and increase the odds of 
recidivism. Having a less serious mental disorder was found to increase the number of 
admissions to Centre.1 State Hospital. 
The current study did not find support for hypothesis 4. Findings from the current 
study indicate increased number of days homeless reduced the odds of recidivism. 
Additionally, the study also finds increased number of days homeless reduced the number 
of jail admissions and reduced the number of admissions to Central State Hospital. These 
finding are contrary to the expected findings regarding the length of homeless ness, jail 
and psychiatric hospital usage. The use of homeless shelters could act as an insulator 
against increased use of jail and psychiatric hospitals. 
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Overall findings indicate community-based services can reduce the number of 
admissions to jail, th~ number of admissions to Central State Hospital, and reduce the 
odds of recidivism. Community-based services allow the individual to remain in the 
community thereby strengthening his or her stakes in conformity and increases social 
capital. The likelihood of law violating behavior decreases as the individual develops 
increased stakes in conformity and social capital (Akers, 1994; VoId et al.; 2002). 
Individuals with higher amounts of stakes in conformity and social capital have more to 
lose if they were to engage in criminal behavior (Akers, 1994, VoId et aI., 2002). 
The current study supports prior research on the importance of community-based 
services to reduce incarceration, reduce hospitalization, reduce negative symptoms 
associated with mental illness and substance abuse, increase residential stability, and 
improve the overall quality of life for the individual. The current study findings of 
increased number of days homeless negative impact on admissions to jail and psychiatric 
hospitals, as well as, recidivism, are important findings and will add to the literature. 
Policy Implications 
Deinstitutionalization has produced numerous unintended negative consequences. 
One such unintended negative consequence of deinstitutionalization is the increased 
number of homeless within the criminal justice system, specifically local jails. Many of 
these homeless individuals suffer from mental illness and/or substance abuse Kuhn & 
Culhane, 1998; Larimer et aI., 2009; Metraux & Culhane, 2006; Phelan & Link, 1999; 
Toro & Warren, 1999). It is likely that many of these individuals are not receiving 
. 
treatment for their disorders, thus leaving the criminal justice system to act as a 
therapeutic service provider. According to Slate and Johnson (2008): 
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The three largest inpatient psychiatric facilities in the United States are 
jails [Los Angeles County Jail, Rikers Island Jail, and the Cook County 
Jail], with each of these jails housing more persons with mental illnesses 
than any state hospital in the United States. (p. 3) 
The criminal justice system's ability provide therapeutic services for this 
population is extremely costly, ineffective, and often beyond the scope of the criminal 
justice system (Trupin et aI., 2004). 
Homelessness, mental illness, and substance abuse all produce a stigmatizing 
effect on the individual. The stigma associated with mental illness and substance abuse is 
a formidable obstacle for future progress (Slate & Johnson, 2008). The use of 
institutional services, including incarceration and psychiatric hospitalization, often 
increases the stigma for an already stigmatized group. According to Slate and Johnson 
(2008), individuals "are stigmatized for their mental illnesses and they are stigmatized for 
being processed by the criminal justice system" (p. 50). Many of these individuals are 
arrested and incarcerated for minor offenses. The use of community-based treatment and 
case management services should be considered rather than incarceration for these 
offenders. The criminal justice system uses diversion programs for individuals that 
would be better suited for community-based therapeutic services. Social service workers 
should assist those leaving jail with coordinating community-based services prior to 
release. 
Community-based services can often provide the therapeutic services needed for 
this population without the added expense and stigmatization of institutionalization. 
Community-based services allow the individual to remain in the community and 
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treatment strategies can often be individualized (Slate & Johnson, 2008). The 
development of community-based service programs that rely on collaboration between 
multiple system and agencies has been found to effectively and efficiently address the 
individual's many needs (Greenberg & Rosenheck, 2010; Konrad, 1996; Laing et aI., 
2009; Peaslee, 2009). Prior research has found services such as case management, 
counseling, Assertive Community Treatment, permanent housing/supportive housing, and 
housing first programs have been found to reduce psychiatric hospitalizations, reduce 
arrests and incarcerations, reduce substance use, reduce mental illness symptom severity, 
increase housing stability, and improve the client's quality oflife (Coldwell & Bender, 
2007; Lamberti & Weisman, 2004; Meisler et aI., 1997; Phillips et aI., 2001; Rosenheck 
& Dennis, 2001; Tsemberis, 1999). 
The increased use of collaboration and integration of community-based services 
can prevent duplication of services; achieve better client outcomes, and lower service 
costs. Counseling and case management services can be utilized to achieve reductions in 
jail admissions, psychiatric hospital admissions, and lower the odds of recidivism 
(Lamberti et aI., 2004; Smith et aI., 2010; Weisman et aI., 2004). These services are 
often less expensive than more intensive community-based services and less expensive 
than the utilization of institutional services. More intensive, and more costly, 
community-based services such as Assertive Community Treatment should be considered 
for individuals with more severe needs and for individuals utilizing multiple service 
systems. Although programs such as Assertive Community Treatment are often 
expensive, the cost must be examined by the monetary savings produced by the reduction 
in the utilization of institutional services. 
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Permanent housing programs, such as supportive housing and Housing First, have 
been found to promote residential stability and decrease the use of costly institutional 
services (Hickert & Taylor, 2011; Martinez & Burt, 2006; Tsai et aI., 2010). Permanent 
housing programs can be combined with community-based services to further decrease 
the likelihood of using institutional services. Permanent housing programs are often 
more costly than the utilization of emergency shelters or transitional shelters. The cost of 
permanent housing programs needs to be evaluated against the monetary savings 
produced by decreased use of institutional services. The cost associated with more 
intensive programs, such as Assertive Community Treatment, supportive housing, and 
Housing First are more costly initially, but produce long-term savings that often outweigh 
the cost of the programs. 
Providing services within the community for these individuals allows them to 
maintain their connections to various pro-social entities. Community-based services can 
produce stakes in conformity and build social capital for these individuals (Folgheraiter 
& Pasini, 2009; Garcia & McDowell, 2010; Zimmerman, 2008). Community-based 
therapeutic services can be a source of informal social control, provide a regulating force 
for the individual, and promote conformity with the social norms of society (Chriss, 
2007). According to VoId et al. (2002), individuals "are less likely to engage in 
delinquent behavior when they are more attached to others, more involved in 
conventional activities, have more to lose from committing crime, and have stronger 
beliefs in the moral validity of the law" (p. 194). By promoting stakes in conformity, 
building social capital, and utilizing community-based services, the individual has too 
much to lose and will be less likely to engage in law violating behavior. 
129 
Limitations of the Study 
Though this research provided some interesting insights into the· effects of the 
utilization of community-based and institutional services on recidivism, the number of 
jail admissions, and the number of psychiatric hospital admissions, the study is not 
without limitation. The first limitation is the use of secondary administrative data. One 
problem with secondary data is that the data were collected for some other purpose than 
to answer the specific research hypothesis of the current study (Schutt, 2009). The use of 
secondary data prevents the researcher from designing data collection methods that 
would be best suited to answer their research hypothesis (Schutt, 2009). Secondary data 
limits what can be analyzed. The researcher may wish to have additional measures, but is 
bound by the data that were originally collected. 
Another limitation of the study is how homelessness was defined. An individual 
was considered hom.: less if he or she accessed a residential housing service during 2004 
and 2005. This means that a person was considered homeless ifthey were in an 
emergency shelter, transitional shelter, or permanent housing program. By defining 
homelessness this way, there are many individuals who would be left out of the study. 
Homeless individuals who are considered "city at large" and did not access a housing 
program, those who were living on the street, and those that are doubled-up (living with a 
friend or family member without having a permanent residence) are not included in the 
study. These homeless individuals may have differing results than the homeless who 
access residential housing programs. 
The data only examined individuals who accessed homeless services in 
Louisville, KY during 2004 and 2005. This reduces the ability to generalize the results to 
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entire homeless population. The focus of the original study was the cost of homelessness 
in Louisville, so the need to generalize the findings was not important for the original 
study's purpose. The specific focus, definition of homeless ness, selection method, and 
measures limits the use of the data and the application of the findings. 
An additional limitation of the study is the limited data regarding important 
measures of the study. The data did not include information regarding the type of offense 
or the reason for the admission to jail. The participating agencies identified individuals 
with severe mental illness/co-occurring disorders, substance abuse, and less serious 
mental illness, but did not specify as to a specific disorder for the individual. It is likely 
not all individuals accessed services for their disorders, therefore, it is likely not everyone 
with a mental illness and/or substance abuse disorder were identified. It is possible that 
different disorders could have different results regarding recidivism, admissions to jail 
and admissions to Central State Hospital. Additionally, it is not possible to obtain how 
often or how invested the individual was in counseling and case management services. 
Additionally, some measures had to be removed from the regression models due 
to multicollinearity issues. The data provided measures on Seven Counties Counseling, 
Seven Counties Day Treatment, Phoenix Health Center days of service, emergency 
shelter, and permanent housing, but these measures were left out of the regression models 
due to collinearity with other variables. Many of these measures were provided by the 
same agency and the collinearity may be related to where the data originated. The 
collinearity between these variables may be examples of common measurement bias. 
Another limitation of the study involves the amount of variance explained by the 
statistical models. All three statistical models were significant, but provided only limited 
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explanation of the variance in the dependent variables. Finding from the current study 
explained 11 % of the variance in the number of admissions to jail, but 89% of the 
variance in the number of admissions to jail was unaccounted for by the statistical model. 
The current study also explained 24% of the variance in the number of admissions to 
Central State Hospital, but 76% of the variance in the number of admissions to Central 
State Hospital was uncounted for by the model. Findings from the current study explain 
between 7% and 12% of the variance in recidivism. Conversely, between 82 and 93% of 
the variance in the dependent variable is unaccounted for by the model. The study had 
hoped to explain a greater amount of variance in the dependent variables. 
Recommendations for Future Research 
The current study adds to the literature regarding the utilization of community-
based and institutional service on the increased use of jail and psychiatric 
hospitalizations. As mentioned earlier, the current study only explained a small 
percentage of the variance in recidivism, the number of admissions to jail, and the 
number of admissions to Central State Hospital. This suggests that there are many other 
factors that have an influence on these dependent variables. Future research should 
examine the frequency, duration, and intensity ofthe community-based service to see if 
they have various effects onjail and psychiatric hospital use. Additionally, future studies 
could also examine the reasons for admissions to Central State Hospital and University 
Hospital. The current study only examined the number of admissions to Central State 
Hospital, the length of stay at Central State Hospital, and the length of stay at University 
Hospital. It is possible that the reasons for admissions to Central State Hospital and 
University Hospital could provide insight into patterns of institutional service use. 
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Additionally, future research could examine only the homeless who had contact 
with the jail rather than examining the entire 7,180 sample. The impact from various 
community-based services and institutional services may be different for the 2006 
homeless that had contact with the jail than for the entire sample. 
Additional research should also include homeless persons who did not access 
housing programs, homeless persons without a residence considered "city at large," and 
homeless persons without a permanent residence who were staying with friends or 
family. It would be interesting to see if the results from those not participating in housing 
programs would be similar or different than the results from those in residential housing 
programs. It is possible that those in residential housing programs access the jail and 
psychiatric hospitals less frequently than those not using housing programs. By 
increasing the scope of the study to also include those not utilizing residential housing 
programs, the findings may give a better explanation of the effects of community-based 
services on the reduction of institutional services. Broader studies regarding service use 
by the homeless may produce specific policy implications aimed at reducing the use of 
costly institutional services. These additional recommendations for future research are 
beyond the scope of this study. 
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Modell Final OLS Regression SPSS Output 
Variables EnteredlRemovedb 
Variables 
Model Variables Entered Removed Method 
1 SQRT_CSnumadmits, Race, . Enter 
SQRT _ HP _total_stay....perJand 
om, Permanent Housing, Sex, 
AGE, Less Serious Mental 
Illness, Phoenix Counseling, 
SQRT _ ULH _LOS _ 2004_2005, 
SQRT _ homelessdaysperssnall, 
SCS Case Management, 
Substance Abuse, Severe 
Mental Illness/Co-Occurring 
Condition" 
a. All requested variables entered. 
b. Dependent Variable: SQRT jailnumadmits 
Model Summary 
Change Statistics 
Adjusted R Std. Error of R Square Sig. F 
Model R R Square Square the Estimate Change F Change dfl df2 Change 
1 .334" .112 .110 .72516 .112 61.653 13 6379 
a. Predictors: (Constant), SQRT_CSnumadmits, Race, SQRT_HP _total_stay""perJandom, Permanent 
Housing, Sex, AGE, Less Serious Mental Illness, Phoenix Counseling, SQRT_ULH_LOS_2004_2005, 





Model Sum of Squares df Mean Square F Sig. 
1 Regression 421.464 13 32.420 61.653 
Residual 3354.419 6379 .526 
Total 3775.883 6392 
a. Predictors: (Constant), SQRT_CSnumadmlts, Race, SQRT_HP _total_stay--perJandom, 
Permanent Housing, Sex, AGE, Less Serious Mental Illness, Phoenix Counseling, 
SQRT_ULH_LOS_2004_2005, SQRT_homelessdaysperssnall, SCS Case Management, 
Substance Abuse, Severe Mental Illness/Co-Occurring Condition 




Model B Std. Error Beta t Sig. 
I (Constant) .383 .042 9.208 .000 
AGE -.006 .001 -.081 -6.623 .000 
Sex .208 .022 .116 9.387 .000 
Race .027 .019 .017 1.432 .152 
SQRT _ homelessdaysperssnall -.006 .002 -.037 -2.871 .004 
Permanent Housing -.208 .082 -.032 -2.529 .011 
Severe Mental Illness/Co-Occurring .306 .033 .167 9.239 .000 
Condition 
Substance Abuse .231 .031 .111 7.482 .000 
Less Serious Mental Illness .051 .042 .016 1.227 .220 
Phoenix Counseling -.065 .032 -.028 -2.024 .043 
SCS Case Management -.212 .046 -.064 -4.601 .000 
SQRT_HP _total_stay~erJandom .065 .011 .084 5.863 .000 
SQRT_ULH_LOS_2004_2005 .083 .008 .149 10.626 .000 
SQRT_CSnumadmits .108 .033 .044 3.279 .001 
.. 




















Modell OLS Regression SPSS Output (includes emergency shelter) 
Variables EnteredlRemovedb 
Variables 
Model Variables Entered Removed Method 
1 SQRT_CSnumadmits, Race, . Enter 
Emergency Shelter, 
SQRT_HP _total_stay---.perJand 
om, Permanent Housing, Sex, 
AGE, Less Serious Mental 
Illness, Phoenix Counseling, 
SQRT _ ULH _LOS _ 2004_2005, 
SQRT _ homelessdaysperssnall, 
SCS Case Management, 
Substance Abuse, Severe 
Mental Illness/Co-Occurring 
Condition" 
a. All requested variables entered. 
b. Dependent Variable: SQRTjailnumadmits 
Model Summary 
Change Statistics 
Adjusted R Std. Error of R Square Sig. F 
Model R R Square Square the Estimate Change F Change dfl dfl Change 
1 .335" .112 .110 .72509 .112 57.419 14 6378 .000 
a. Predictors: (Constant), SQRT_CSnumadmits, Race, Emergency Shelter, 
SQRT _ HP _total_stay ---'per Jandom, Permanent Housing, Sex, AGE, Less Serious Mental Illness, Phoenix 
Counseling, SQRT_ULH_LOS_2004_2005, SQRT_homelessdaysperssnall, SCS Case Management, 
Substance Abuse, Severe Mental Illness/Co-Occurring Condition 
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ANOVAb 
Model Sum of Squares df Mean Square F Sig. 
1 Regression 422.634 14 30.188 57.419 .000 
Residual 3353.249 6378 .526 
Total 3775.883 6392 
a. Predictors: (Constant), SQRT_CSnumadmlts, Race, Emergency Shelter, 
SQRT_HP _total_stay~erJandom, Permanent Housing, Sex, AGE, Less Serious Mental Illness, 
Phoenix Counseling, SQRT_ULH_LOS_2004_2005, SQRT_homelessdaysperssnaU, SCS Case 
Management, Substance Abuse, Severe Mental Illness/Co-Occurring Condition 
b. Dependent Variable: SQRTjailnumadmits 
Coefficients8 
Unstandardized Standardized Collinearity 
Coefficients Coefficients Statistics 
Model B Std. Error Beta t Sig. Tolerance VIF 
I (Constant) .405 .044 9.180 .000 
AGE -.006 .001 -.079 -6.417 .000 .925 1.081 
Sex .198 .023 .111 8.599 .000 .842 1.188 
Race .028 .019 .018 1.475 .140 .978 1.023 
SQRT _homelessdaysperssnall -.007 .002 -.043 -3.183 .001 .752 1.329 
Emergency Shelter -.030 .020 -.019 -1.492 .136 .820 1.220 
Permanent Housing -.212 .082 -.032 -2.571 .010 .891 1.123 
Severe Mental Illness/Co-Occurring .305 .033 .166 9.175 .000 .427 2.340 
Condition 
Substance Abuse .228 .031 .110 7.389 .000 .626 1.597 
Less Serious Mental Illness .048 .042 .015 1.146 .252 .818 1.223 
Phoenix Counseling -.065 .032 -.028 -2.019 .043 .739 1.354 
SCS Case Management -.213 .046 -.064 -4.620 .000 .718 1.394 
SQRT _ HP _totaUtay Jler _random .065 .011 .083 5.792 .000 .672 1.489 
SQRT_ULH_LOS_2004_2005 .083 .008 .148 10.609 .000 .713 1.403 
SQRT_CSnumadmits .109 .033 .044 3.297 .001 .766 1.305 
.. 
a. Dependent VarIable. SQRT-1aIlnumadmIts 
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Appendix C 
Modell OLS Regression SPSS Output (includes transitional shelter) 
Variables EnteredlRemovedb 
Variables 
Model Variables Entered Removed Method 
1 SQRT_CSnumadmits, Race, . Enter 
Transitional Shelter, 
SQRT _HP _total_stay -per Jand 
om, Permanent Housing, Sex, 
AGE, Less Serious Mental 
Illness, Phoenix Counseling, 
SQRT_ULH_LOS_2004_2005, 
SQRT _ homelessdaysperssnall, 
SCS Case Management, 
Substance Abuse, Severe 
Mental Illness/Co-Occurring 
Condition" 
a. All requested variables entered. 
b. Dependent Variable: SQRTjailnumadmits 
Model Summary 
Change Statistics 
Adjusted R Std. Error of R Square Sig. F 
Model R R Square Square the Estimate Change F Change dfl dt2 Change 
1 .335" .112 .110 .72509 .112 57.419 14 6378 .000 
a. Predictors: (Constant), SQRT_CSnumadmits, Race, Transitional Shelter, 
SQRT_HP _total_stay-perJandom, Permanent Housing, Sex, AGE, Less Serious Mental Illness, Phoenix 
Counseling, SQRT_ULH_LOS_2004_2005, SQRT_homelessdaysperssnall, SCS Case Management, 
Substance Abuse, Severe Mental Illness/Co-Occurring Condition 
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ANOVAb 
Model Sum of Squares df Mean Square F Sig. 
1 Regression 422.634 14 30.188 57.419 .000' 
Residual 3353.249 6378 .526 
Total 3775.883 6392 
.. 
a. PredIctors: (Constant), SQRT _ CSnumadmIts, Race, TransItional Shelter, 
SQRT_HP _totai_stay~erJandom, Permanent Housing, Sex, AGE, Less Serious Mental Illness, 
Phoenix Counseling, SQRT_ULH_LOS_2004_2005, SQRT_homelessdaysperssnall, SCS Case 
Management, Substance Abuse, Severe Mental Illness/Co-Occurring Condition 
b. Dependent Variable: SQRTjaiinumadmits 
Coefficients· 
Unstandardized Standardized Collinearity 
Coefficients Coefficients Statistics 
Model B Std. Error Beta t Sig. Tolerance VIF 
I (Constant) .375 .042 8.942 .000 
AGE -.006 .001 -.079 -6.417 .000 .925 1.081 
Sex .198 .023 .111 8.599 .000 .842 1.188 
Race .028 .019 .018 1.475 .140 .978 1.023 
SQRT _ homelessdaysperssnall -.007 .002 -.043 -3.183 .001 .752 1.329 
Emergency Shelter .030 .020 .019 1.492 .136 .819 1.220 
Permanent Housing -.182 .084 -.028 -2.161 .031 .852 1.173 
Severe Mental Illness/Co-Occurring .305 .033 .166 9.175 .000 .427 2.340 
Condition 
Substance Abuse .228 .031 .110 7.389 .000 .626 1.597 
Less Serious Mental Illness .048 .042 .015 1.146 .252 .818 1.223 
Phoenix Counseling -.065 .032 -.028 -2.019 .043 .739 1.354 
SCS Case Management -.213 .046 -.064 -4.620 .000 .718 1.394 
SQRT_HP _total_stay-perJandom .065 .011 .083 5.792 .000 .672 1.489 
SQRT_ULH_LOS_2004_2005 .083 .008 .148 10.609 .000 .713 1.403 
SQRT _ CSnumadmits .109 .033 .044 3.297 .001 .766 1.305 
.. 
a. Dependent VarIable. SQRT--.JaIlnumadmits 
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AppendixD 




Model Variables Entered Removed Method 
1 SQRT jailnumadmits, . Enter 
SQRT _homelessdaysperssnall, 
Less Serious Mental Illness, 
Race, SCS Case Management, 
AGE, Phoenix Case 
Management, 
SQRT _HP _total_staYJ>er_rand 
om, Sex, Permanent Housing, 
SQRT _ULH_LOS_2004_2005, 
Phoenix Counseling, Severe 
Mental Illness/Co-Occurring 
Conditiona 
a. All requested variables entered. 
b. Dependent Variable: SQRT _ CSnumadmits 
Model Summary 
Change Statistics 
Adjusted R Std. Error of R Square Sig. F 
Model R R Square Square the Estimate Change F Change dfl dt2 Change 
I .489" .239 .237 .27368 .239 154.014 13 6379 
a. PredIctors: (Constant), SQRT.-lallnumadmlts, SQRT_homelessdaysperssnall, Less Senous Mental 
Illness, Race, SCS Case Management, AGE, Phoenix Case Management, 
SQRT _ HP _totaUtay --per Jandom, Sex, Permanent Housing, SQRT _ ULH _LOS _2004_2005, Phoenix 




Model Sum of Squares df Mean Square F Sig. 
1 Regression 149.964 13 11.536 154.014 
Residual 477.790 6379 .075 
Total 627.754 6392 
.. 
a. Predictors: (Constant), SQRT .Jallnumadmlts, SQRT _ homelessdaysperssnaU, Less SerIous 
Mental Illness, Race, SCS Case Management, AGE, Phoenix Case Management, 
.000' 
SQRT _ HP _totaUtay -per Jandom, Sex, Permanent Housing, SQRT _ ULH _LOS _2004_2005, 
Phoenix Counseling, Severe Mental Illness/Co-Occurring Condition 
b. Dependent Variable: SQRT _ CSnumadmits 
Coefficientsa 
Unstandardized Standardized Collinearity 
Coefficients Coefficients Statistics 
Model B Std. Error Beta t Sig. Tolerance VIF 
I (Constant) .041 .016 2.606 .009 
AGE -.001 .000 -.034 -2.993 .003 .920 1.087 
Sex .006 .008 .008 .729 .466 .891 1.122 
Race -.004 .007 -.006 -.507 .612 .978 1.023 
SQRT _ homelessdayspers,nall -.003 .001 -.046 -3.817 .000 .823 1.215 
Permanent Housing -.103 .031 -.038 -3.319 .001 .889 1.124 
Severe Mental Illness/Co-Occurring .179 .011 .239 15.893 .000 .527 1.896 
Condition 
Less Serious Mental Illness .088 .016 .067 5.631 .000 .837 1.195 
Phoenix Case Management -.073 .013 -.070 -5.738 .000 .794 1.259 
Phoenix Counseling -.036 .012 -.038 -2.906 .004 .708 1.413 
SCS Case Management .359 .017 .266 21.311 .000 .765 1.308 
SQRT _ HP _total_stay Jler _random -.015 .004 -.046 -4.015 .000 .892 1.121 
SQRT_ULH_LOS_2004_2005 .034 .003 .149 11.812 .000 .750 1.333 
SQRT~ailnumadmits .016 .005 .039 3.401 .001 .897 1.115 
a. Dependent Variable: SQRT_CSnumadmits 
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Model Variables Entered Removed Method 
1 SQRT jailnumadmits, . Enter 
SQRT _ homelessdaysperssnall, 
Less Serious Mental Illness, 
Race, SCS Case Management, 
AGE, Phoenix Case 
Management, 
SQRT_HP _total_stay~er_rand 
om, Sex, Permanent Housing, 
Emergency Shelter, 
SQRT_ULH_LOS_2004_2005, 
Phoenix Counseling, Severe 
Mental Illness/Co-Occurring 
Conditiona 
a. All requested varIables entered. 
b. Dependent Variable: SQRT_CSnumadmits 
Model Summary 
Change Statistics 
Adjusted R Std. Error of the R Square Sig. F 
Model R R Square Square Estimate Change F Change dfl df2 Change 
1 .489a .239 .237 .27366 .239 143.177 14 6378 .000 
a. Predictors: (Constant), SQRT -1aIlnumadmlts, SQRT _ homelessdaysperssnall, Less SerIous Mental Illness, 
Race, SCS Case Management, AGE, Phoenix Case Management, SQRT_HP _total_stay~erJandom, Sex, 
Emergency Shelter, Permanent Housing, SQRT_ULH_LOS_2004_2005, Phoenix Counseling, Severe 
Mental Illness/Co-Occurring Condition 
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ANOVAb 
Model Sum of Squares Df Mean Square F Sig. 
1 Regression 150.133 14 10.722 143.177 .000' 
Residual 477.641 6378 .075 
Total 627.754 6392 
a. Predictors: (Constant), SQRTjailnumadmlts, SQRT_homelessdaysperssnall, Less Senous 
Mental Illness, Race, SCS Case Management, AGE, Phoenix Case Management, 
SQRT_HP _total_staYjJerJandom, Sex, Emergency Shelter, Permanent Housing, 
SQRT_ULH_LOS_2004_2005, Phoenix Counseling, Severe Mental Illness/Co-Occurring 
Condition 




Model B Std. Error Beta t Sig. 
I (Constant) .033 .017 1.986 .047 
AGE -.001 .000 -.036 -3.119 .002 
Sex .009 .009 .013 1.080 .280 
Race -.004 .007 -.006 -.542 .855 
SQRT _ homelessdaysperssnall -.003 .001 -.041 -3.213 .001 
Emergency Shelter .011 .008 .017 1.408 .159 
Permanent Housing 
, 
-.102 .031 -.038 -3.282 .001 
Severe Mental Illness/Co-Occurring .180 .011 .240 15.922 .000 
Condition 
Less Serious Mental lllness .089 .016 .068 5.697 .000 
Phoenix Case Management -.075 .013 -.071 -5.817 .000 
Phoenix Counseling -.036 .012 -.037 -2.883 .004 
SCS Case Management .359 .017 .266 21.324 .000 
SQRT _ HP _totaUtay ""per Jandom -.014 .004 -.045 -3.888 .000 
SQRT_ULH_LOS_2004_2005 .034 .003 .149 11.843 .000 
SQRT Jailnumadmits .016 .005 .040 3.435 .001 

























Model Variables Entered Removed Method 
1 SQR T jailnumadmits, . Enter 
SQRT _ homelessdaysperssnall, 
Less Serious Mental Illness, 
Race, SCS Case Management, 
AGE, Phoenix Case 
Management, 
SQRT_HP _total_stay-perJand 
om, Sex, Permanent Housing, 
Transitional Sl.dter, 
SQRT_ULH_LOS_2004_2005, 
Phoenix Counseling, Severe 
Mental Illness/Co-Occurring 
Condition" 
a. All requested variables entered. 
b. Dependent Variable: SQRT_CSnumadmits 
Model Summary 
Change Statistics 
Adjusted R Std. Error of the R Square Sig. F 
Model R R Square Square Estimate Change F Change dfI dt2 Change 
1 .489" .239 .237 .27366 .239 143.177 14 6378 .000 
a. Predictors: (Constant), SQRT-,allnumadmlts, SQRT_homelessdaysperssnall, Less Senous Mental Illness, 
Race, SCS Case Management, AGE, Phoenix Case Management, SQRT_HP _total_stay-perJandom, Sex, 
Transitional Shelter, Permanent Housing, SQRT _ ULH _LOS _ 2004_2005, Phoenix Counseling, Severe 
Mental Illness/Co-Occurring Condition 
157 
ANOVAb 
Model Sum of Squares Df Mean Square F Sig. 
1 Regression 150.133 14 10.722 143.177 .000 
Residual 477.641 6378 .075 
Total 627.754 6392 
a. Predictors: (Constant); SQRT jailnumadmlts, SQRT _ homelessdaysperssnall, Less Senous 
Mental Illness, Race, SCS Case Management, AGE, Phoenix Case Management, 
SQRT_HP _total_stay---'per_random, Sex, Transitional Shelter, Pennanent Housing, 
SQRT_ULH_LOS_2004_2005, Phoenix Counseling, Severe Mental Illness/Co-Occurring 
Condition 




Model B Std. Error Beta t Sig. 
I (Constant) .044 .016 2.761 .006 
AGE -.001 .000 -.036 -3.119 .002 
Sex .009 .009 .013 1.080 .280 
Race -.004 .007 -.006 -.542 .588 
SQRT _ homelessdaysperssnall -.003 .001 -.041 -3.213 .001 
Transitional Shelter -.011 .008 -.017 -1.408 .159 
Permanent Housing -.113 .032 -.042 -3.542 .000 
Severe Mental Illness/Co-Occurring .180 .011 .240 15.922 .000 
Condition 
Less Serious Mental Illness .089 .016 .068 5.697 .000 
Phoenix Case Management -.075 .013 -.071 -5.817 .000 
Phoenix Counseling -.036 .012 -.037 -2.883 .004 
SCS Case Management .359 .017 .266 21.324 .000 
SQRT_HP _totaUtay-perJandom -.014 .004 -.045 -3.888 .000 
SQRT_ULH_LOS_2004_2005 .034 .003 .149 11.843 .000 
SQRT Jailnumadmits .016 .005 .040 3.435 .001 




















Model 3 Final Logistic Regression SPSS Output 
Case Processing Summary 
Unweighted Casesa N Percent 
Selected Cases Included in Analysis 6393 89.0 
Missing Cases 787 11.0 
Total 7180 100.0 
Unselected Cases 0 .0 
Total 7180 100.0 
a. If weight is in effect, see classification table for the total number of cases. 
Dependent Variable Encoding 
Original Value Internal Value 
No 0 
Yes I 
Block 0: Beginning Block 
Classification Table8 ,b 
Predicted 
Recidivism Percentage 
Observed No Yes Correct 
Step 0 Recidivism No 5294 0 100.0 
Yes 1099 0 .0 
Overall Percentage 82.8 
.. 
a. Constant IS mcluded m the model. 
b. The cut value is .500 
Variables in the Equation 
8 S.E. Wald df Sig. Exp(8) 
Step 0 Constant -1.572 .033 2249.458 1 .000 .208 
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Variables not in the Equation 
Score df Sig. 
Step 0 Variables AGE 37.488 1 .000 
Sex_Dummy 25.755 1 .000 
Race_Dummy 6.786 1 .009 
SQRT _ homelessdaysperssnall 4.762 1 .029 
Permanent_ Housing_Dummy 6.744 1 .009 
SMI CC 114.829 1 .000 
Substance Abuse 105.987 1 .000 
Mental Illness 14.612 1 .000 
PHX _ CaseMgt 9.419 1 .002 
PHX _Counseling 6.802 1 .009 
SCS _ CaseMgt 1.330 1 .249 
SQRT_HP _total_stay----.PerJandom 179.311 1 .000 
SQRT_ULH_LOS_2004_2005 171.063 1 .000 
SQRT_CSnumadmits 52.393 1 .000 
Overall Statistics 502.954 14 .000 
Block 1: Method=Enter 
Omnibus Tests of Model Coefficients 
Chi-square df Sig. 
Step 1 Step 485.058 14 .000 
Block 485.058 14 .000 
Model 485.058 14 .000 
160 
Model Summary 
Cox & Snell R 
Step -2 Log likelihood Square Nagelkerke R Square 
1 5382.397a .073 .122 
a. Estimation termmated at IteratIOn number 5 because parameter estimates 




Observed No Yes 
Step 1 Recidivism No 5251 43 
Yes 1072 27 
Overall Percentage 
a. The cut value is .500 
Variables in the ~c uatIon E 
8 S.E. Wald df 
Step AGE -.025 .003 52.809 1 
I" Sex_Dummy .628 .092 47.002 1 
Race_Dummy .123 .071 2.966 1 
SQRT _ homelessdaysperssnall -.025 .008 9.571 1 
Permanent_ Housing_Dummy -.670 .447 2.243 1 
SMI CC .857 .118 52.826 1 
Substance Abuse .869 .106 66.903 1 
Mental Illness -.025 .185 .018 1 
PHX _ CaseMgt .074 .119 .387 1 
PHX _Counseling -.128 .114 1.252 1 
SCS _ CaseMgt -.628 .167 14.170 1 
SQR T _ HP _ total_stay -'per Jandom .135 .035 15.215 1 
SQRT_ULH_LOS_2004_2005 .183 .026 50.038 1 
SQRT _ CSnumadmits .277 .105 7.010 1 






















a. Vanable(s) entered on step 1: AGE, Sex_Dummy, Race_Dummy, SQRT_homelessdaysperssnall, 
Permanent_ Housing_Dummy _ SMI _ CC, Substance_Abuse, Mental_Illness, PHX _ CaseMgt, 
PHX_Counseling, SCS_CaseMgt, SQRT_HP_total_stay-'perJandom, SQRT ULH LOS 2004 2005, 
SQRT_CSnumadmits. - - - -
161 
AppendixH 
Model 3 Logistic Regression SPSS Output (includes emergency shelter) 
Case Processing Summary 
Unweighted Cases' N Percent 
Selected Cases Included in Analysis 6393 89.0 
Mis~ing Cases 787 11.0 
Total 7180 100.0 
Unselected Cases 0 .0 
Total 7180 100.0 
a. If weight is in effect, see classification table for the total number of cases. 
Dependent Variable Encoding 
Original Value Internal Value 
No 0 
Yes 1 
Block 0: Beginning Block 
Classification Table8 ,b 
Predicted 
Recidivism Percentage 
Observed No Yes Correct 
Step 0 Recidivism No 5294 0 100.0 
Yes 1099 0 .0 
Overall Percentage 82.8 
a. Constant IS mcluded m the model. 
b. The cut value is .500 
Variables in the Equation 
8 S.E. Ward df Sig. Exp(8) 
Step 0 Constant -1.572 .033 2249.458 1 .000 .208 
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Variables not in the Equation 
Score df Sig. 
Step 0 Variables AGE 37.488 1 .000 
Sex_Dummy 25.755 1 .000 
Race_Dummy 6.786 1 .009 
SQ R T _home lessdaysperssnall 4.762 1 .029 
Emergency_Shelter_Dummy 14.020 1 .000 
Permanent_ Housing_Dummy 6.744 1 .009 
SMI CC 114.829 1 .000 
Substance Abuse 105.987 1 .000 
Mental Illness 14.612 1 .000 
PHX _ Case Mgt 9.419 1 .002 
PHX_Counseling 6.802 1 .009 
SCS _ CaseMgt 1.330 1 .249 
SQRT_HP _total_stayyerJandom 179.311 1 .000 
SQRT_ULH_LOS_2004_2005 171.063 1 .000 
SQRT _ CSnumadmits 52.393 1 .000 
Overall Statistics 503.740 15 .000 
Block 1: Method=Enter 
Omnibus Tests of Model Coefficients 
Chi-square df Sig. 
Step I Step 485.955 15 .000 
Block 485.955 15 .000 
Model 485.955 15 .000 
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Model Summary 
Cox & Snell R 
Step -2 Log likelihood Square Nagelkerke R Square 
1 5381.499a .073 .122 
a. EstimatlOn termmated at IteratlOn number 5 because parameter estImates 




Observed No Yes 
Step 1 Recidivism No 5251 43 
Yes 1072 27 
Overall Percentage 
a. The cut value is .500 
ana esm e ,c ua Ion v . bl . th E f 
B S.E. Wald df 
Step AGE -.025 .003 51.236 1 
I" Sex_Dummy .604 .095 40.204 1 
Race_Dummy .126 .071 3.106 1 
SQRT _ homelessdaysperssnall -.027 .008 10.431 1 
Emergency_Shelter _Dummy -.072 .076 .897 1 
Permanent_ Housing_Dummy -.672 .447 2.259 1 
SMI CC .851 .118 51.958 1 
Substance Abuse .863 .106 65.710 1 
Mental Illness -.036 .185 .037 1 
PHX _ CaseMgt .080 .119 .455 1 
PHX _Counseling -.130 .114 1.291 1 
SCS _ CaseMgt -.628 .167 14.187 1 
SQRT _ HP _ total_stay -per Jandom .133 .035 14.795 1 
SQRT _ ULH _LOS _2004_2005 .183 .026 49.897 1 
SQRT _ CSnumadmits .278 .105 7.085 1 























a. VarIable(s) entered on step 1: AGE, Sex_Dummy, Race_Dummy, SQRT_homelessdaysperssnalJ, 
Emergency_Shelter _Dummy, Permanent_ HousinL Dummy, SMI_ CC, Substance_Abuse, Mental_Illness, 




Model 3 Logistic Regression SPSS Output (includes emergency shelter) 
Case Processing Summary 
Unweighted Cases' N Percent 
Selected Cases Included in Analysis 6393 89.0 
Missing Cases 787 11.0 
Total 7180 100.0 
Un selected Cases 0 .0 
Total 7180 100.0 
a. If weight is in effect, see classification table for the total number of cases. 
Dependent Variable Encoding 
Original Value Internal Value 
No 0 
Yes 1 




Observed No Yes Correct 
Step 0 Recidivism No 5294 0 100.0 
Yes 1099 0 .0 
Overall Perceutage 82.8 
a. Constant IS mcluded In the model. 
b. The cut value is .500 
Variables in the Equation 
8 S.E. Wald df Sig. Exp(8) 
Step 0 Constant -1.572 .033 2249.458 1 .000 .208 
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Variables not in the Equation 
Score df Sig. 
Step 0 Variables AGE 37.488 1 .000 
Sex_Dummy 25.755 1 .000 
Race_Dummy 6.786 1 .009 
SQRT _ homelessdaysperssnall 4.762 1 .029 
Transitional_ She1ter~ Dummy 18.906 1 .000 
Permanent_ Housing_Dummy 6.744 1 .009 
SMI CC 114.829 1 .000 
Substance Abuse 105.987 1 .000 
Mental Illness 14.612 1 .000 
PHX _ CaseMgt 9.419 1 .002 
PHX _Counseling 6.802 1 .009 
SCS _ Case Mgt 1.330 1 .249 
SQRT _ HP _ total_ stay ~er Jandom 179.311 1 .000 
SQRT _ ULH _LOS _ 2004_2005 171.063 1 .000 
SQRT _ CSnumadmits 52.393 1 .000 
Overall Statistics 503.740 15 .000 
Block 1: Method=Enter 
Omnibus Tests of Model Coefficients 
Chi-square df Sig. 
Step 1 Step 485.955 15 .000 
Block 485.955 15 .000 
Model 485.955 15 .000 
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Model Summary 
Cox& Snell R 
Step -2 Log likelihood Square Nagelkerke R Square 
1 5381.499" .073 .122 
a. Estimation termmated at IteratIOn number 5 because parameter estImates 




Observed No Yes 
Step 1 Recidivism No 5251 43 
Yes 1072 27 
Overall Percentage 
a. The cut value is .500 
h E f Variables in t e ~Qua Ion 
B S.E. Wald df 
Step AGE -.025 .003 51.236 1 
I" Sex_Dummy .604 .095 40.204 1 
Race_Dummy .126 .071 3.106 1 
SQRT _ homelessdaysperssnall -.027 .008 10.431 1 
Transitional_Shelter_Dummy .072 .076 .897 1 
Permanent_ Housing_Dummy -.599 .453 1.750 1 
SMI CC .851 .118 51.958 1 
Substance Abuse .863 .106 65.710 1 
Mental Illness -.036 .185 .037 1 
PHX _ CaseMgt .080 .119 .455 1 
PHX _Counseling -.130 .114 1.291 1 
SCS _ CaseMgt -.628 .167 14.187 1 
SQRT _ HP _total_stay ---per Jandom .133 .035 14.795 1 
SQRT _ ULH _LOS _ 2004_2005 .183 .026 49.897 1 
SQRT _ CSnumadmits .278 .105 7.085 1 























a. Vanable(s) entered on step 1: AGE, Sex_Dummy, Race_Dummy, SQRT_homelessdaysperssnall, 
Transitional_Shelter_Dummy, Permanent_Housing_Dummy, SMI_CC, Substance Abuse, Mental Illness, 




Model 3 Final OLS Regression SPSS Output 
Coefficients· 
Un standardized Standardized Collinearity 
Coefficients Coefficients Statistics 
Model B Std. Error Beta t Sig. Tolerance VIF 
I (Constant) .181 .021 8.681 .000 
AGE -.003 .000 -.087 -6.968 .000 .925 1.081 
Sex .077 .011 .087 6.918 .000 .904 1.107 
Race .014 .009 .018 1.455 .146 .977 1.023 
SQRT _ homelessdaysperssnal\ -.003 .001 -.043 -3.235 .001 .821 1.218 
Permanent Housing -.045 .041 -.014 -1.083 .279 .889 1.125 
Severe Mentalll1ness/Co-Occurring .122 .017 .124 6.637 .000 .412 2.427 
Condition 
Substance Abuse .122 .015 .110 7.230 .000 .624 1.603 
Less Serious Mental Illness .002 .021 .001 .077 .939 .806 1.240 
Phoenix Case Management .010 .017 .008 .590 .555 .785 1.274 
Phoenix Counseling -.022 .016 -.020 -1.372 .170 .704 1.420 
SCS Case Management -.103 .023 -.064 -4.461 .000 .713 1.403 
SQRT _ HP _ totaUtay -per Jandom .028 .006 .074 5.034 .000 .672 1.488 
SQRT_ULH_LOS_2004_2005 .030 .004 .111 7.759 .000 .711 1.406 
SQRT_CSnumadmits .057 .017 .047 3.437 .001 .762 1.312 
a. Dependent Variable: Recidivism 
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Model 3 OLS Regression SPSS Output (includes emergency shelter) 
Coefficients· 
Unstandardized Standardized Collinearity 
Coefficients Coefficients Statistics 
Model B Std. Error Beta t Sig. Tolerance VIF 
I (Constant) .188 .022 8.484 .000 
AGE -.003 .000 -.086 -6.835 .000 .915 1.093 
Sex .074 .012 .084 6.406 .000 .837 1.195 
Race .014 .009 .018 1.479 .139 .977 1.024 
SQRT _ homelessdaysperssnall -.003 .001 -.047 -3.363 .001 .748 1.338 
Emergency Shelter -.009 .010 -.012 -.922 .356 .816 1.225 
Permanent Housing -.046 .041 -.014 -1.105 .269 .888 1.126 
Severe Mental Illness/Co-Occurring .lll .017 .123 6.581 .000 .4ll 2.434 
Condition 
Substance Abuse .lll .016 .109 7.160 .000 .621 1.609 
Less Serious Mental Illness .000 .021 .000 .019 .985 .803 1.245 
Phoenix Case Management .Oll .017 .009 .652 .514 .781 1.280 
Phoenix Counseling -.023 .016 -.020 -1.383 .167 .704 1.420 
SCS Case Management -.103 .023 -.064 -4.467 .000 .712 1.404 
SQRT_HP _totaUtayyerJandom .028 .006 .073 4.991 .000 .671 1.490 
SQRT_ULH_LOS_2004_2005 .030 .004 .110 7.744 .000 .7ll 1.407 
SQRT _ CSnumadmits .057 .017 .048 3.452 .001 .762 1.312 
a. Dependent Variable: Recidivism 
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Appendix L 
Model 3 OLS Regression SPSS Output (includes transitional shelter) 
Coefficientsa 
Un standardized Standardized Collinearity 
Coefficients Coefficients Statistics 
Model B Std. Error Beta t Sig. Tolerance VIF 
I (Constant) .178 .021 8.501 .000 
AGE -.003 .000 -.086 -6.835 .000 .915 1.093 
Sex .074 .012 .084 6.406 .000 .837 1.195 
Race .014 .009 .018 1.479 .\39 .977 1.024 
SQRT _ homelessdaysperssnall -.003 .001 -.047 -3.363 .001 .748 1.338 
Transitional Shelter .009 .010 .012 .922 .356 .815 1.226 
Permanent Housing -.036 .042 -.011 -.861 .389 .848 1.179 
Severe Mental Illness/Co-Occurring .111 .017 .123 6.581 .000 .411 2.434 
Condition 
Substance Abuse .111 .016 .109 7.160 .000 .621 1.609 
Less Serious Mental Illness .000 .021 .000 .019 .985 .803 1.245 
Phoenix Case Management .011 .017 .009 .652 .514 .781 1.280 
Phoenix Counseling -.023 .016 -.020 -1.383 .167 .704 1.420 
SCS Case Management -.103 .023 -.064 -4.467 .000 .712 1.404 
SQRT_HP _totaUtaYJlerJandom .028 .006 .073 4.991 .000 .671 1.490 
SQRT _ ULH _LOS _ 2004_2005 .030 .004 .110 7.744 .000 .711 1.407 
SQRT _ CSnumadmits .057 .017 .048 3.452 .001 .762 1.312 
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